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AN ADDRESS IN SURGERY. 
PROGRESS IN GENITO-URINARY 
SURGERY.* 

Hucu H. Youne, M.D., 
BALTIMORE, Mp. 


I thought that perhaps it would be well to make 
the subject of this talk: “The Recent Development 
and Progress Made in Certain Portions of Genito- 


Urinary Surgery”; for instance, Cancer of the 


Penis. Surgical attitude has changed toward this 
in the last few years. At first we had only ampu- 
tation, which did practically no good, except in the 
very early stages. Then we swung to complete 
emasculation. Not only was the penis removed as 
far back as possible, but also the testicles and scro- 
tum on both sides, and the glands of the groins. 
Results have shown that this mutilation is entirely 
unnecessary. 

A recent study of thirty cases in our service seems 
to point out certain facts to which I would like to 
direct attention. In those cases where simple am- 
putation was done without removing the corpora 
cavernosa, etc., recurrence has not occurred in the 
stump, but in the groin, and in cases where the 
glands of the groin and amputation of the penis has 
been carried out without removing the testicles and 
carrying the urethra back into the perineum, it was 
also in the glands of the groin, or even deeper, that 
the recurrence occurred, so that it is not necessary 
to do the very extensive emasculating operation 
(castration and excision of bulbous urethra). 

My recent studies have shown that the most im- 
portant thing is to remove the tissues in one piece— 
penis, prepubic fat, and ligaments and tissues of 
both groins, including fat and glands. The groin 
incisions should start well out toward the anterior 
superior spine on each side and curve downward to 
the root of the penis. It is wise also to begin at the 
outer end of each groin and free these structures 
first, working toward the penis, amputation of which 
occurs last. In this way the deep lymphatic con- 
nections with the body are divided first and the 
chances of forcing cancer juices into the system 
from operative pressure are minimized. It is best 


, "Address delivered before the New York and New England Asso- 
ciation of Railway Surgeons, October, 1913. 


to follow Poupart’s ligament to the saphenous 
glands, and then ligating the saphenous vein, clean- 
ing out the whole fossa, and following down a short 
distance into the scrotum and spermatic cord, then 
removing all the tissue in front of the symphysis 
pubis including the suspensory ligament. In this 
way the lymphatic system from the cancer on the 
penis to each groin is removed in its entirety, and 
the chances of a cure are exceedingly good, even in 
cases where you find a few glands enlarged in the 
groins. Some of our cases we have followed for 
over ten years, and they show excellent results. 

Another interesting fact is that an amputation, 
even as extensive as I have indicated, does not in- 
terfere with copulation. Patients in whom the penis 
had been cut off short at its base, have reported 
that not only was it possible to have erections of the 
remaining portion and to go through with that act, 
but also to have fairly satisfying ejaculations. 

Of these thirty cases, eleven were apparently 
hopeless at the time of operation, so that nothing 
but a very simple operation was attempted. Three 
of them were only partial, and three patients died 
of infections. Out of the thirty we have appar- 
ently thirteen cases cured. Various observers have 
shown that the majority of cases of cancer of the 
penis occur in persons with a long foreskin. In a 
man past forty-five years of age we should be 
very suspicious of ulcers which are not cleared up 
under ordinary treatment, and more or less sus- 
picious of any long-continued suppurations in cases 
with long foreskins that cannot be retracted. If 
diagnosis is not evident a section should be re- 
moved, if possible, by electro-cautery, so as to sear 
the bloodvessels. Sometimes partial or complete 
amputation is all that is necessary, but if that is not 
sufficient, then simultaneous one-piece removal of 
the glands of groin and prepubic tissues with the 
penis, as suggested above, is the operation of choice. 

Another interesting subject is cancer of the pros- 
tate. Up toa few years ago this was thought to be 
rare. About ten years ago, Albarran startled the 
surgical world when he reported that fourteen per 
cent. of the cases which he thought to be benign 
prostates had proved to be cancerous. In our clinic 
in Baltimore about twenty-two per cent. of the 
cases of obstruction in old men are due to carci- 
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noma. One in five of the cases that come to be 
treated for hypertrophied prostate is carcinoma. 
So you see that it is a very common condition, far 
more so than has been appreciated by the profes- 
sion. It is one, however, in which an early diag- 
nosis can often be made. 

A study of our cases, however, shows that one 
cannot depend upon symptoms to make the diagno- 
sis. For instance, the text-books say that hematu- 
tia is a very common symptom. That is not true. 
It is more common in hypertrophy. Pain, also, 
while more common in cancer than in hypertrophy, 
does not, as a rule, come until late in the disease. 
Our hope comes from early diagnosis, and our only 
prospect for that is to include rectal palpation in 
every physical examination. Osler used to say that 
no man can be entrusted to make medical diagnoses 
who cannot interpret a rectal palpation. The most 
important point in early diagnosis is induration. I 
wish to lay great stress on the presence of indura- 
tion in the prostate, as examined by the rectum. 
The patient may have no obstruction, but where it 
is not an evident case of old gonorrheal prostatitis 
—that can generally be recognized or excluded— 
the presence of induration should be viewed with 
suspicion. Then, too, the induration in carcinoma 
is entirely different from that in gonorrheal pros- 
tatitis. It is more stony; far harder; often has an 
irregular edge, and does not occupy the whole pros- 
tate at first, although it may do so later. 

Our pathological studies have shown that if we 
are going to hope for a radical cure of carcinoma 
we have to employ a radical procedure that includes 
all of the tissues that are progressively invaded by 
the carcinoma—the whole of the prostate, with its 
capsule, its urethra, a cuff of the bladder, includ- 
ing most of the trigone and the seminal vesicles and 
the ampullae of the vasa differentia. This disease 
does not often travel into the bladder, but into the 
region between the seminal vesicles, and the very 
strong posterior recto-vesical fascia prevents its get- 
ting into the rectum, so that rectal involvement in 
carcinoma of the prostate is rare and then occurs 
very late. In over 200 cases I have seen it only 
three or four times. 

The operation, which is not very difficult, follows 
the technic of my perineal prostatectomy until the 
prostate is drawn down and exposed. If you are 
uncertain as to malignancy, it is sometimes possible 
by palpation to make certain. If after that you are 
still uncertain, it is a very easy matter to remove a 
piece of the prostate with a Paquelin cautery and 
have a frozen section made and stained, and 
make a diagnosis while the operation is halted. In 


a recent case where a diagnosis of probable carci- 
noma of the prostate was made, it contained only 
one nodule. I was quite uncertain, and thought it 
advisable to excise a piece. Microscopic examina- 
tion of the section showed carcinoma, and we then 
carried out the rest of the operation, viz., trans- 
verse division of the mebranous urethra, freeing of 
the anterior and late14l surface. by blunt dissection, 
incision into bladder just above juncture with pros- 
tate, separation with scissors of bladder from pros- 
tate leaving a cuff of bladder attached to prostate 
and dividing the trigone just below the ureters, free- 
ing the seminal vesicles by blunt dissection, divi- 
sion of the vasa diferentia as high as possible and 
removal thus of the entire prostate with seminal 
vesicles and cuff of bladder in one piece. The op- 
eration is completed by anastomosing the open 
wound of the bladder with the stump of the mem- 
branous urethra, and draining the bladder with a 
catheter. 

It is not a difficult operation. The incision is the 
same as for an ordinary prostatectomy, except that 
the skin incisions should be a little longer, and the 
levator ani muscles are not divided. 

We had an interesting discussion on cancer of 
the prostate at the International Congress in Lon- 
don this summer, and abuut twenty cases in which 
this operation was carried out were reported by 
various surgeons. I can now collect about thirty 
cases with a fairly large per cent. of apparent cures 
—-several followed over five years. 

There is no doubt that a cure can only be obtained 
by a radical operation, and no operation can be 
radical unless it includes the area I have described 
—the whole prostate, the cuff of the bladder, the 
seminal vesicles, and ampullae of the vasa differ- 
entia, removed in one piece as shown. 

To repeat: Early diagnosis is the important thing, 
and we should remember that rectal examinations 
should be made part of the clinical study of every 
medical case, and we should always be suspicious 
of induration in the prostate, even though it be of 
limited extent, and the patient may not have any 
symptoms which make us suspect the presence of 
cancer. 

Through the same inverted U perineal incision— 
going back of the triangular ligament—it is possible 
not only to operate for benign hypertrophy and ma- 
lignant involvement, but also to expose the seminal 
vesicles without opening the urethra. For this pur- 
pose I employ a long slender prostate tractor which 
can be passed through the meatus, thus avoiding 
the incision into the membranous urethra. By using 
this instrument, as a lever (the triangular ligament 
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and symphysis pubis being the fulcrum), it is pos- 
sible to bring down the seminal vesicles, so that 
after division of the fascia covering them, the semi- 
nal vesicles are fully exposed to view, and may be 
incised, or excised partly or completely as may be 
desired. 

In some cases it may be necessary to slice off the 
whole posterior surface to get proper drainage. In 
others it may be desirable to excise the seminal 
vesicles—as in tuberculosis or severe inflammatory 
conditions. It is not necessary to divide the levator 
muscles, as in Fuller’s operation, and you can see 
what you are doing. 

Another thing, which is interesting in trawmatic 
surgery, is that this same incision is useful for ex- 
posing the posterior urethra in fracture of the pelvis. 
I recall a case in which the prostate was torn off 
from the triangular ligament, pushed upward by a 
large blood clot, and, occupied a position eight inches 
higher than the normal. It was easy to grasp it 
and draw it down and unite the two ends of the 
ruptured membranous urethra. The patient had no 
stricture following. 

Another class of cases in which this same incision 
may be used is severe impermeable stricture of the 
urethra. In perineal operations for stricture one 


usually exposes the urethra through a median in- 
cision and tries to pass some fine instrument into 


the bladder. In case you cannot get in fairly 
promptly, in order to avoid a considerable amount 
of traumatism and possibly resulting incontinence, 
it is a very easy matter by continuing the median 
incision back on each side (thus making it an in- 
verted Y), to expose the membranous urethra, in- 
cise it longitudinally, and then to pass a sound, 
retrograde, toward the bulbous urethra and divide 
the stricture upon the end of the sound. This 
method is more simple than a suprapubic retrograde 
catheterization, and is often of great value in 
demonstrating the urethral lumen and the extent of 
the stricture. 

The subject of prostatectomy is too commonplace 
to warrant discussion here. Suffice it to say, after 
an experience of about 700 cases, and a mortality 
rate of less than four per cent., I consider the 
perineal operation the safer, and most satisfactory 
from the patient’s standpoint. 

In regard to extravasations, which are often seen 
with traumatisms of the perineum or fracture of 
the pelvis, the various fascias play a very import- 
ant part, and serve as an excellent guide to the site 
of the rupture. If the rupture is external to the tri- 
angular ligament, extravasated urine and blood es- 
capes beneath Colles’ fascia, which is bounded by 


the triangular ligament posteriorly, the ischio-pubic 
rami externally, and incloses the bulb and other 
structures of the perineum, and also the scrotal 
contents. In such cases you will find not only the 
perineum but the scrotum distended with urine, and 
sometimes that it has traveled up beneath the super- 
ficial fascia of the abdomen. Where you find a 
perineal, scrotal, and possibly abdominal swelling, 
you know at once that you have a rupture in front 
of the triangular ligament. If the rupture occurred 
immediately back of the triangular ligament the ex- 
travasation would be in front of the bladder and 
of the peritoneum, and might extend well up toward 
the diaphragm. If, however, the rupture lies far- . 
ther back and involves the transverse recto-vesical 
fascia, extravasated urine often travels back be- 
hind the peritoneum and up to the region of the 
kidneys. A knowledge of these fascias therefore 
will at once show how extensive an operation will 
have to be done. 

In a case the other day, we found that the ex- 
travasation was not only in front of the bladder but 
reached the kidneys on each side. Incisions in the 
suprapubic, iliac, and lumbar regions (five in all) 
were required. Another case of rupture occurred 
into the peritoneal cavity from a ruptured posterior 
bladder wall. A laparotomy showed free urine in 
the abdominal cavity and also beneath the perito- 
neum on each side of the pelvis. These collections 
of fluid were opened from within and all drained 
through the laparotomy wound. 

A subject concerning which very great progress 
has been made in recent months is tumors of the 
bladder, both cancers and papillomata. In a recent 
study of 118 cases of bladder tumors I found that 
most cases of benign papillomata of the bladder 
treated by excision recurred promptly and nearly 
always ultimately became malignant. Through the 
development of electric methods of treatment, such 
as that with the currents of Oudin or d’Arsonval, 
whereby a high frequency current is delivered by 
an electrode passed through a catheterizing cysto- 
scope, or through guttapercha sounds (such as I 
have had made for the use of large currents), it is 
now possible to apply a high frequency spark to a 
benign tumor and cause it to absolutely disappear. 
This is one of the most brilliant recent advances in 
surgery, and has brought a hopeless group of cases 
into the domain of successful surgery. Any one 
who nowadays does a cutting operation on a benign 
tumor of the bladder is doing wrong, for he is very 
likely to get a recurrence, and, ultimately, a carci- 
nomatous recurrence. If they are very extensive, 
the electric sound can be turned into the region in- 
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volved, and an important fact is that the patient 
does not usually feel any pain if it is directed to- 
ward the tumor, but if directed toward the bladder, 
pain is experienced at once by the patient. In this 
very simple way it is possible to know when you 
are on the tumor and when not. 

To show how very effective the high frequency 
spark can be, I had a case where the left half of 
the bladder was covered with tumor masses, seven 
in all, and each as big as a hen’s egg, and the case 
looked absolutely hopeless. Radical operation was 
out of the question. That man, after various treat- 
ments over a period of six months, has been well 
for a year. The half of his bladder which was so 
‘ extensively involved now appears absolutely normal. 

It is very important to know whether you have 
a benign or a malignant case. Cystoscopically you 
cannot be sure by simple observation alone, so it is 
very important to get specimens for microscopic 
diagnosis. By means of an instrument which we 
have now (cystoscopic rongeur), you can remove 
a large portion of the tumor for microscopic diag- 
nosis, and perform the radical operation if it proves 
malignant. In doing suprapubic work in these 
cases it is very essential that you take every care 
to avoid implantations. It is very easy to knock 
off a small particle which can drop into the wound. 
You should also avoid traumatism from retractors. 
It is important to have a wide opening; to have the 
bladder filled with air; to have the urine drawn out 
by a suction apparatus so as not to break. off or 
wash away any villi, and if possible to cauterize 
the surface of the tumor, before you start on the 
resection, with Paquelin or electro cautery applied 
over the surface, or by the use of resorcin. Your 
excision should include the whole bladder wall. 
We followed very carefully the subsequent course 
of our cases and find a good number of cases 
treated by resection of the bladder wall without re- 
currences, while the cases treated by clamping the 
pedicle and excising beneath it close to the bladder 
have almost all recurred. 

A very important thing is to be suspicious of all 
cases of hematuria. It may come from a slight 
prostatic enlargement ; it may come from a varicose 
vein in the bladder, but it is important that all these 
cases should be diagnosed early, and as hematuria 
and pain are often early symptoms it is very essen- 
tial that early cystoscopic examinations should be 
made when it is usually so easy to make the diag- 
nosis in this way. 

The same is true of twmors of the kidney. As 
you know, they are usually associated with hematu- 
ria, often with no other symptom; occasionally with 


colicky pains ; sometimes on the side opposite to the 
one involved, but often none at all, only hematuria. 
These cases should be investigated early. Tuber- 
culin tests will eliminate or establish tuberculosis. 
Ureteral catheterization and the use of the new 
functional tests are valuable in comparing the kid- 
neys. The phenolsulphonephthalein test is especially 
valuable and ought to replace many of the present 
methods. It is one of the best means of determin- 
ing when a patient can be given an anesthetic with 
safety. It shows the functional value of the kid- 
neys, and it ought to be generally adopted, for it 
simple and effective. 

The pyelograph, which usually shows marked dis- 
tortion of the renal pelvis in tumor cases, is of 
great diagnostic value, but collargol must be used 
very carefully and allowed to flow in by gravity. 

By these methods, which may be called labora- 
tory methods, but which can be easily carried out 
by most practitioners, the early diagnosis of kidney 
lesions is much facilitated, and we may look for- 
ward to better results. Heretofore the results ob- 
tained in renal tumors have been rather bad, and 
the tumors have usually recurred. I think that 
often pressure upon the tumor is made too violently 
during operation, resulting, I believe, in forcing 
metastases producing material into the circulation. 
This should be avoided, and one should get a wide 
exposure and divide the pedicle as soon as possible. 
The possibility of doing this early is the principal 
advantage of the intraperitoneal operation for renal 
tumors. 

In stricture of the urethra much advance has been 
made. A few years ago external or internal ureth- 
rotomy were generally thought to be necessary, and 
in the teaching of Otis most cases were so treated. 
With a French filiform bougie and dilating fol- 
lower, it is possible to get through almost any stric- 
ture, and generally to cure them without any opera- 
tion except progressive dilatation. It is very essen- 
tial that the kit of every surgeon should contain 
these delicate instruments. Many a man who has 
stricture with complete retention of urine can be 
easily relieved without operation if you have a fine 
filiform and a soft catheter which can be attached 
to it. 

Another recent development in surgery is in the 
treatment of stricture at the vesical orifice of the 
urethra; that is, in the prostatic portion. Until a 
very few years ago it was thought that stricture of 
the prostatic urethra did not occur. It is true you 
do not often find it in hypertrophy, but in chronic 
prostatitis you will frequently find a narrowing of 
the prostatic orifice, which has been described by 
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the elder Keyes as contracture of the neck of the 
bladder, and by Mercier as a valvule. This condi- 
tion is one which is generally overlooked. It may 
occur in quite young men; it has not infrequently 
been present from birth, or come on in early youth 
—the patient having always appreciated that there 
was obstruction to urination present, and micturi- 
tion often being so unsatisfactory that several at~ 
tempts were necessary to apparently empty the 
bladder, and generally being associated with fre- 
quency of urination. These cases show either a 
small bar in the median portion of the prostate or 
a contracted orifice with definite fibrosis of the in- 
ternal sphincter, or a small muscular or glandular 
hypertrophy. When examined suprapubically they 
have a tight orifice that you cannot get your finger 
into. It is possible to pass instruments and dilate 
from the meatus, but the obstruction usually re- 
curs promptly, and the dilatations do not do any 
permanent good. Fuller, some years ago, suggested 
a division through the perineum, and I have seen 
some good results from that line of treatment. 
Chetwood has used a modified Bottini. A better 
procedure is, I believe, my “punch operation.” The 
punch consists of a No. 29 F. tubular instrument 
with a fenestra near the inner end, which can be 
passed in until the prostatic bar drops into the fen- 
estra, where it can then be excised and removed 
completely by an inner cutting tube or punch. It 
can be used posteriorly as well as anteriorly. After 
the operation a small blood clot will sometimes ob- 
struct urination, and it is necessary to have large 
evacuating condé catheters and a good plunger 
syringe to evacuate a clot that might occur. I have 
now used this operation in 125 cases without a sin- 
gle death, and with very satisfactory results. It is 
of value only when the obstruction is solely at the 
vesical orifice, with no lateral enlargement present, 
and is therefore limited to a narrow series of cases 
which should be very carefully differentiated. Ow- 
ing to the very careful after treatment required it is 
not an operation for general adoption. 

This merely suggestive outline has perhaps given 
some idea of the accomplishments of genito-urinary 
surgery in recent years. Other things, perhaps 
more important than these that I have touched 
upon, have been done. I have not mentioned the 
really marvellous progress made in the develop- 
ment of the cystoscope (the simple, the operating, 
the ureter catheterizing, the fulgurating, the pho- 
tographic, and the litholapactic cystoscopes), with 
the use of which each day records more wonderful 
achievements. 

Nor have I even referred to the splendid achieve- 


ments of urethroscopy with which many deep-seated 
and previously unrecognized conditions which have 
tortured mankind and driven thousands into neu- 
rasthenia, are now easily cured. The skiagraph and 
pyelograph have also been passed over. It must 
suffice to make mere mention of these instruments 
and the newer laboratory methods of diagnosis 
which have brought urology from one of the most 
uncertain and obscure branches of medicine to one 
of the most accurate and satisfactory from a sur- 
gical standpoint, as shown by the reduction of mor- 
tality in prostatectomy from twenty per cent. to 
three per cent. and nephrectomy from thirty-five 
per cent. to two per cent. in the last twenty years. 


SOME PROBLEMS IN THE SURGERY OF 
THE KIDNEY.* 
GeorcE Wootsey, M.D., 
New York City. 


These problems concern both diagnosis and sur- 
gical treatment. The kidney is injured subparietally 
more than any other organ. Though the laceration 
communicates with the calices or pelvis in the ma- 
jority of cases, rupture of the kidney is uncompli- 
cated in injury of other viscera or of the perito- 
neum in eighty per cent. of cases, according to Wat- 
son’s tables. The torn surface of the kidney does 
not cause extravasation of urine; the latter is only 
due to a rupture opening the pelvis or calices. 

In rupture of the kidney the diagnosis of the 
condition is, as a rule, easy from the history of the 
injury, blood in the urine, and a tender mass in the 
kidney region. If a catheter is passed, all the fluid 
injected is evacuated excluding the rupture of the 
bladder, as a rule. The diagnosis of the degree of 
the rupture is not so easy, but may generally be 
inferred from the severity of the injury, the condi- 
tion of the patient, and the size of the perirenal 
extravasation. 

I am inclined to treat these cases expectantly 
unless I strongly suspect a severe rupture, and pro- 
vided there exists no infection of the urethra or 
bladder. As a rule, there is little danger from the 
hemorrhage per se; the danger lies in the possibility 
of infection, and this can be minimized by at once 
giving urotropin, in frequent large doses, at least 
ten grains every four hours, which should be done 
in all cases. Though suppuration occurs more 
readily when urine and blood are extravasated to- 
gether than when either are extravasated separately, 
I have but once been compelled to operate by the 


*Read before the New York and New England Association of 
Railway Surgeons, October, 1913. 
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occurrence of the general signs of infection which 
was found to be slight and did not interfere with a 
smooth recovery. Operation with drainage on the 
third, fourth, and fifth days give as good results as 
immediate operation. I do not wish to be under- 
stood as advising against early operation in all 
cases, but only in cases of moderate severity which 
in my experience form a large majority of cases. 
Of course, when there are signs of rupture of the 
overlying peritoneum, of other abdominal injury, 
of a severe rupture or profuse or continued hema- 
turia, early operation is essential. 

Moreover, when the kidney is exposed and a mod- 
erate rupture found, suture of the tear, including 
the capsule, should be made and not nephrectomy, 
for remarkable repair of renal tissue is shown to 
occur by experiment and clinical observation, and 
wounds of the kidney heal more readily if the cap- 
sule is sutured. 

Bullet wounds of the kidney differ from trau- 
matic rupture by reason of the fact that the perito- 
neum is far more often involved in the lesion due 
to a bullet; in fact, it is the rule. 

In bullet wounds of the kidney it is important to 
drain the track of the bullet through the kidney as 
well as the perirenal tissue through a lumbar open- 
ing. In most cases abdominal exploration is essen- 
tial to find and treat wounds of other organs and 
of the overlying peritoneum. If possible the ante- 
rior opening of the kidney should be closed by a 
purse-string suture or at least the opening of the 
peritoneum in front. In a recent case drainage of 
the tract and the retroperitoneal tissue proved suf- 
ficient. In this case there were three bullet wounds, 
one perforating the kidney, there were two holes 
through the diaphragm and pleural cavity, the spleen 
was grooved, and the stomach grazed by the bul- 
lets. The patient recovered. In another case of 
multiple wounds of the intestines and liver, imper- 
fect drainage of a wound of the kidney led to a 
fatal result. 

It seems strange that an early or an earlier diag- 
nosis of renal tuberculosis should not be made than 
appears to be the case from the time when these 
cases are referred to the surgeon. The importance 
of this lies in the fact that the proportion of those 
who are well or much improved after nephrectomy 
is far greater in the early cases than in those 
where the symptoms have existed more than one 
or two years. 

Diurnal irritability of the bladder, with moderate 
pyuria and slight hematuria with an acid urine, 
should at once suggest renal tuberculosis. By diur- 
nal irritability we do not mean that there is no 
nocturnal, but only to distinguish it from prostate 


trouble in which the irritability is nocturnal. There 
are many cases of diurnal irritability without pyu- 
ria, especially in women, which are not tuberculous 
in origin and appear to be a form of neurosis. Other 
cases are due to some form of cystitis. Given the 
above form or diurnal irritability, tuberculosis 
should be looked for, as it can be found in practi- 
cally every case by repeated examinations. If not 
found, guinea pig inoculation has proved positive 
in one or two cases in my experience, but it takes 
time. A cystoscopic examination should always be 
made, as a tuberculous bladder is usually recognized 
by a competent cystoscopist and this also leads to 
the localization of the process which is most impor- 
tant and sometimes most difficult. What we expect 
of the cystoscopist is to determine: (1) whether the 
bladder condition is secondary to the kidney or the 
prostate or epididymis; (2) whether one or both 
kidneys are involved; (3) which kidney is diseased ; 
and (4) the function of the other kidney. A re- 
cent experience demonstrates the occasional diffi- 
culty of this localization and shows how much we 
have come to depend on the cystoscopist. 

A young man of seventeen was referred to me 
last spring with all the above symptoms of renal 
tuberculosis with very numerous bacilli in the urine. 
On cystoscopy the bladder was found in an un- 
usually advanced stage of tuberculosis. It was im- 
possible to catheterize either ureter, and both ureter 
mouths appeared markedly diseased. The bladder 
was treated for some weeks with iodoform in olive 
oil and gomenol, with some relief to the patient, 
but no change in the result of the secondary cysto- 
scopy. Bilateral renal tuberculosis was suspected, 
but as an only hope both kidneys were exposed, the 
left was found healthy, the right markedly dis- 
eased, and was removed. He made a good re- 
covery, but subsequently died of tuberculous men- 
ingitis. 

Given the diagnosis and the localization of the 
lesion in one kidney, the treatment should be simple, 
i.e. nephrectomy, provided the other kidney is 
healthy or at least functionally so. The frequent 
and often fatal delay in recommending operation 
appears tobe due to the false impression prevalent 
that renal tuberculosis may be cured by other means 
than surgical, i.e. climate or the use of tuberculin. 
Tuberculin is a waste of time and according to 
Israel should not be used even in the very earliest 
stage. Climatic treatment gives an enormous mor- 
tality. Out of seventy-one cases at the Mayo clinic 
not operated upon, forty-eight were traced and only 
three were free from bacilli and vesical symptoms. 
Out of 316 cases treated in Switzerland non-sur- 
gically and collected by Wildboiz, only ten per cent. 
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lived over five years, only five per cent. had no 
symptoms over five years, and only one case was 
well in every respect. 

But absence of bacilli in the urine and of vesical 
symptoms does not mean cure of the tuberculosis. 
The cystoscope often demonstrates absence of se- 
cretion from the affected kidney and the operation 
reveals the ureter blocked and the kidney necrotic 
and filled with caseous or purulent substance, a 
menacing source of infection. The danger of in- 
fection in a more or less latent case of renal tuber- 
culosis was illustrated in a recent case operated on, 
where a left renal tuberculosis remained inactive 
after a long period without operative interference. 
Operation revealed the cause of a large tender tumor 
in the left upper quadrant to be a very large. tuber- 
culous and adherent spleen which had undergone 
some softening anteriorly. If any early nephrectomy 
had been done and this source of infection removed, 
a tuberculous infection of the spleen would in all 
probability have been avoided. 

3ut few, if any, specimens of healed tuberculous 
kidney are found, while they should be not uncom- 
mon if spontaneous recovery is common. 

Even when the patient is able to carry out cli- 
matic treatment in an ideal way, it does not seem to 
cure. The bladder symptoms improve or even dis- 
appear, and the patient is nearly normal, but the 
kidney is still a menace. I watched such a patient 
for about eight years. Finally, when he seemed 
practically well, a mixed infection of the diseased 
kidney occurred, necessitating nephrectomy. 
Though he improved for a considerable time, he 
finally died of a generalized tuberculous process, in 
which the intestine and finally the opposite kidney 
were chiefly involved. I feel now that climatic 
treatment in renal tuberculosis is not only a waste 
of time, but an unnecessary risk, in delaying the 
only proper treatment. 

Is partial nephrectomy ever permissible? Per- 
sonally, I believe not. I had a case last summer 
where only one pole of the kidney was apparently 
involved, but in removing the kidney the mucosa of 
the kidney pelvis was much involved, and this I 
believe is the rule in patients coming to operation. 
As renal tuberculosis is commonly of hematogenous 
origin, a partial nephrectomy might suffice if we 
could operate at a very early stage. But in my ex- 
perience the diagnosis is seldom made and the pa- 
tient referred for operation before the pelvis is in- 
volved in the lesion. In hematogenous septic in- 
fections I have done a partial nephrectomy with a 
good result. 

I have had little or no personal experierce with 


the problem of operating in the presence of tuber- 
culosis of the other kidney. But apart from the 
fact that this is almost always a late stage and is 
seldom seen in an early case, such patients are 
found to improve greatly on the removal of the 
first or primarily involved kidney, provided the 
other kidney is functionally competent. The func- 
tional examination of the sound kidney by one of 
the color test methods, in addition to the urea de- 
termination, is an important method of examination 
that it is well to apply in all cases, though it is not 
essential in every case. 

I do not consider it necessary to remove the 
ureter way down to the bladder as a routine. Cau- 
terization of the stump with pure carbolic and often 
the injection into the lumen of a few drops of the 
same solution, seems to fulfill all requirements. I 
have, in a very few cases, tried the Mayo method 
of filling the cavity left by the removal of the kid- 
ney with salt solution and suturing the wound with- 
out drainage. In one case, after primary union, 
the wound reopened and a tuberculous fistula de- 
veloped. 

The diagnosis of renal and ureteral calculi has 
been made much more easy, simple, and certain by 
the use of the x-ray. This presumes that the radio- 
graph is made by an expert with a satisfactory ap- 
paratus. In the absence of these conditions the 
x-ray may be more of a hindrance than a help. 
Even under ideal conditions the +-ray may fail us, 
in spite of repeated trials. I have seen a few sam- 
ples of this when operation has proved the failure 
of the x-ray. In one case there was a history of 
passing gravel or small stones some years before, 
which the +-ray failed to show. The present at- 
tack, with typical symptoms and urinary findings, 
had lasted several weeks, the kidney had become 
enlarged and tender, and the temperature indicated 
beginning infection. Repeated x-rays, taken by an 
expert, were most satisfactory, but showed no 
stone. Operation disclosed a stone in the upper 
ureter, with pus dammed back in the pelvis of the 
kidney. The removal of the stone was followed by 
a cure. 

A previous case, referred with the diagnosis of 
acute appendicitis, was diagnosed as ureteral colic. 
The x-ray taken by one of our best x-ray experts 
was declared negative. In five days he passed a 
small stone and all symptoms ceased. 

Last summer I removed a stone from the bladder 
fully ore and one-half inches in diameter, which 
was diagnosed by the cystoscope after veiy satisfac- 
tory x-rays failed to show a stone. 

Most surgeons have had similar experiences, 
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which are usually explained by the fact that stones 
of pure uric acid fail to show a shadow. My own 
feeling is that there are many more cases of renal 
calculus that fail to give an x-ray shadow and are 
therefore refused operation. Especially in hospital 
practice I have seen several cases in which the his- 
tory, symptoms, and signs point strongly to renal 
or ureteral calculus. Usually there have been sev- 
eral attacks at varying intervals. Perhaps every 
typical symptom is not present, but the great ma- 
jority are, and the x-ray is negative. Bacteriolog- 
ical examination of the urine is negative, excluding 
pyelitis. We usually refuse to operate on these 
cases, but tell them to return if they have another 
attack. Some of them, I presume, have calculus, 
but in the absence of severe, long-continued, and 
disabling attacks, or of infection of the affected kid- 
ney, it is better to delay and observe them than to 
operate perhaps unnecessarily. 
With the addition of so many outside aids to 
diagnosis we are apt to neglect the importance of 
the clinical diagnosis. For some it is all there is 
to depend on; for others it is safer than the avail- 
able laboratory methods; and for all it is of the 
highest importance and may save us from unpleas- 
ant mistakes. The most common of these mistakes 
concerns the differential diagnosis between appen- 
dicitis and renal or ureteral calculi. One such case, 
where the +-ray failed but the clinical diagnosis 
seemed and proved to be certain, has been referred 
to. Like most surgeons I have removed calculi in 
patients who had had the appendix removed for the 
same symptoms; and, on the other hand, I have re- 
moved the appendix when the real trouble was cal- 
culus, and have learned from both experiences to 
be more careful in the different diagnoses. When 
the history, symptoms, and signs are not typical of 
appendicitis, it is well to have an x-ray to exclude 
a possible urinary calculus. There is no one symp- 
tom or group of symptoms that will clearly differ- 
entiate one from the other. Frequent micturition 
and hematuria, often a microscopic hematuria, are 
characteristic of calculus, but have been observed 
in some cases of appendicitis, especially in very 
acute cases, less often in the subacute ones that are 
more often difficult to differentiate from calculus. 
The pain or “colic” in the calculus is usually more 
sudden in onset, intense and intermittent, but some 
cases of true appendicitis simulate calculus in the 
severity of and colicky character of the pain. On 
the other hand, inflammatory symptoms, ‘rise of 
temperature, pulse, and the leucocyte count are the 
rule in appendicitis, but do not occur in calculus 
disease until later, from the occurrence of infection. 


However, any one or all may exceptionally be want- 
ing in an acute or subacute appendicitis. Nausea 
may occur in both conditions, but vomiting more 
often with appendicitis; the absence of vomiting, 
however, does not exclude appendicitis. Tender- 
ness occurs with both, while rigidity is character- 
istic of appendicitis, but may occur during the par- 
oxysms of renal or ureteral colic. Between the at- 
tacks of colic, a patient with calculus may be quite 
comfortable and does not look so ill (unless worn 
out by loss of sleep), as a patient with acute appen- 
dicitis. The peculiar radiation of the pain to the 
tests, penis, vulva, thighs, etc., may distinguish a 
case of calculus, but is by no means usually present. 
Given a suspicion of urinary calculus or a doubt as 
to appendicitis, an +-ray should be taken to help 
the differentiation. 

In operations for renal calculus, with infection of 
the kidney, the question often arises shall we do a 
nephrectomy or a nephrolithotomy with drainage. 
If there is no contraindication, nephrectomy will 
lead to a surer and speedier cure. But nephrolithi- 
asis, especially in these old chronic cases, is often 
bilateral, so that before doing nephrectomy we must 
make sure that the other kidney is free from stones 
and infection. In one such case I found the kidney 
in question was the best of the two, by means of 
ureteral catheterization and urinalysis of the sepa- 
rate urines. I was surprised in this case to see how 
well the patient did with two damaged shells of kid- 
ney tissue. Though she required many operations 
from time to time, she lived seven years and most 
of this time was well enough to do the housework 
for her large family. Though only a shell of kid- 
ney tissue is present, it may sometimes be worth 
saving. The principal drawback in such cases is 
the likelihood of recurring lumbar fistulae, some- 
times open and sometimes closed. 

In the removal of renal calculi I prefer to do a 
pyelotomy rather than a nephrotomy if the stone is 
in the pelvis. Mayo has emphasized the fact that 
if we leave and suture the overlying fat, the wound 
of the pelvis heals readily. Though I have never 
had serious hemorrhage from a longitudinal inci- 
sion of the kidney, I have recently used the trans- 
verse incision of the kidney where the stone could 
not be reached by a pyelotomy, as such an incision 
often damages less kidney tissue than the longi- 
tudinal incisions. 


If a frightened or refractory child will not open 
its mouth, pass a probe between two teeth and back 
to the palate. Instantly the mouth will open and 
a gag may be slipped in. 
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THE DIAGNOSIS OF STRICTURE OF THE 
SMALL INTESTINE BY AID OF 
THE X-RAYS. 
Dr. Ernst MARcusE, 
BERLIN, GERMANY. 


The +-rays have proved a distinct help in the 
diagnosis of strictures of the stomach. The con- 
trast meal reveals any changes in the form of the 
stomach, its width and its tonus, and its peristaltic 
movements; it shows how many hours are needed 
to digest its contents, and by the irregularities of 
the contours of the bismuth shadows we see the 
seat and the dimensions of any stricture, due to 
a malignant growth or an ulcer scar. In the same 
way the Roentgen rays have long been used as a 
welcome aid in the diagnosis of strictures of the 
colon; here the contrast meal and the contrast 
enema supplement each other and have often re- 
vealed a stricture that otherwise could not be de- 
tected. Strictures of the small intestine have only 
recently become an object of x-ray examination, 
though here, too, they may be of invaluable help, 
just as in any other part of the digestive tract. 

Holzknecht? was the first who described the 
characteristic signs of duodenal stricture in the 
#-ray examination. Observation under the fluoro- 
scopic screen reveals in normal cases an intermit- 
tent discharge of bismuth, visible only in the hori- 
zontal part of the duodenum, whereas in cases of 
stricture the gut is dilated and permanently filled 
up to the point of stricture. In some cases even 
the stomach itself may be dilated. The mus- 
cular wall of the duodenum contracts in- 
tensely in order to surmount the obstacle, 
but the stricture proving to be too narrow, 
there is not much success in expressing its contents, 
so that there is a strong but ineffectual peristalsis. 
Of course, there will be a delay in the emptying of 
the stomach, and even when the entire contrast 
meal has already left the stomach, there may still 
be remnants of the bismuth chyme in the dilated 
parts of the duodenum. These are the symptoms 
of duodenal stricture as described by Holzknecht 
and confirmed by all the other examiners. 

I have lately observed a case of stricture of the 
duodenum and diagnosed the lesion on the strength 
of the #-ray plate. The patient, a man of about 
fifty years, complained of pains in his stomach, 
which began a few years ago, lasted two or three 
months, and returned after an interval of perfect 
health. During the past four months, he has again 


1 Holzknecht—Die Duodenalstenose durch Fiihlung und Peris- 
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suffered severe pains in the right side of his epi- 
gastric region, beginning one hour after eating and 
lasting several hours. No hunger pains. The 
chemical examination of the stomach contents 
showed that there was a considerable increase of 
the acid, and lavage of the fasting stomach revealed 
a muscular insufficiency. The s-ray examination 
showed that the stomach and the horizontal and 
descending part of the duodenum were dilated and 
permanently filled by the bismuth chyme. The bis- 
muth shadow in the descending part of the duode- 
num narrowed and ended in a sharp wedge. Eight 
hours later there were still large remnants in the 
stomach and in the duodenum. Upon laparotomy 
we found just in the place corresponding to the 
stricture revealed by the «x-rays a callosity in the 
duodenal wall. After gastro-enterostomy the pa- 
tient was freed from his pains and definitely cured. 

It is likely that stricture of the jejunum and 
ileum will be characterized by «x-ray findings simi- 
lar to those of the stomach and duodenum. These 
findings are the following: 


1. An irregularity in the normal contours of the 
bismuth shadows due to the encroachment of the 
tumor on the lumen of the gut. 

2. A delay in the passage of the chyme. 

3. Changes in the normal peristaltic movements. 


4. Dilatation of the afferent loop. 
We must not expect to find in every case of 


stricture all these signs together. The longer the 
stricture persists and the narrower it is, the more 
distinct the symptoms will be in the radiograph. 
An early diagnosis is here just as impossible as 
in the radiography of the stomach. Small obstacles 
are surmounted by a normal muscular wall without 
dilatation of the loop or retention of its contents. 
Only if a certain degree of narrowing is reached 
will the changes be visible to the eye of the ex- 
aminer. Similarly, a small growth will not cause 
an irregularity of the contours of the bismuth 
shadows. In any case, we will have to be careful in 
the interpretation of such defects of the shadow, 
much more than in the radiology of the stomach, 
as the intestines often reveal discontinuous shadows 
separted by larger or smaller gaps. Only if in sev- 
eral successive examinations we always find at the 
same place the same defect have we a right to be- 
come suspicious, and especially so if we find other 
symptoms of intestinal obstruction. 

The first and, as far as I know, the only authen- 
tic case where the x-rays showed an irregularity in 
the contours of the small intestines due to a tumor 
was published by Kienbéck.? He found six hours 


2 Kienbéck—Verhandlungen der Deutschen Roentgengesellschaft. 
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after the contrast meal in the lowest part of the 
ileum a narrowing of the bismuth shadow corre- 
sponding to a tumor that could be felt at that place. 
The afferent loops were tightly filled and the colon 
showed the usual shadows. When the operation 
was performed, a cancer of the ileocecal valve was 
found. But in the case published by Wendel,’ the 
diagnosis does not seem to me justified by the 
x-ray finding of several intestinal loops separated 
from each other by short inter-walls, though the 
operation confirmed the diagnosis of several tuber- 
culous strictures. 

In the same way, retention of the contrast meal 
is alone no proof of a stricture. As a rule, a nor- 
mal stomach and a normal small intestine will be 
free of bismuth shadow six hours after the con- 
trast meal. But in cases of enteroptosis, Schwarz‘ 
found even after nine hours the lowest loops of the 
ileum still filled with bismuth chyme; in cases of 
so-called insufficiency of the ileocecal valve the 
emptying of the small intestine may also be de- 
layed. This retention may be due, as Groedel® sur- 
mises, to the flowing back of cecal contents in the 
ileum. Bacher therefore had no right to diagnose 
a stricture of the ileum in a case where he found 
a retention after six hours. We also must not for- 
get that a stenosis of the colon may in certain cases 
be the reason for a retention in the small intestine. 
An error like that can easily be avoided by using 
the contrast enema which will show the obstruction 
of the colon. 

Neither the irregularity of the contours nor the 
retention of the chyme allow the diagnosis of a 
stricture if there is no other symptom that is char- 
acteristic of a stenosis, such as a change of the peri- 
staltic movements like that we have already de- 
scribed for the duodenum, and called ineffective 
peristaltic contractions. Levy Dorn® and Stierlin’ 
observed this kind of peristalsis in cases of stricture 
of the ileum, due to tuberculous callosities, and 
Novack* found it in a case of multiple strictures of 
the small intestine, also due to tuberculosis, and in 
another case where several fibrous bands, due to 
a previous peritonitis, had caused multiple strictures 
of the ileum and jejunum. 

This ineffectual peristalsis is certainly a typical 

8 Wendel—Multiple des Diinndarms. Med. Gesell- 
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5 Groedel—Die Insufficienz der Valvula ileocecalis im Roentgen- 
bild. Fortschritte auf dem Gebiet der Roentgenstrahlen. XX., 2. 

® Levy-Dorn—Verhandlungen der Deutschen Roentgengesell- 
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7Stierlin—Die Radiologie in der Diagnostik der Ileocecaltuber- 
culose und anderer Erkrankungen des Dickdarms. Miinchener 
Med. Wochenschrift, 1911/23. 

Novack—Zur radiologischen Diagnose der Diinndarmveren- 
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sign of stricture of the intestine, but it is not an 
indispensable one. Indeed, just as in cases of 
stenosis of the stomach, here, too, the period of 
increased peristalsis in the beginning is followed by 
a period of diminished movements. The muscular 
fibers become fatigued and relax; the intestinal 
loop, unable to expel its contents, dilates. The first 
sign of the dilatation of the intestinal loop is that 
it appears on the radiograph to be more straight 
instead of coiled, it is broader than usual, and the 
indentations due to the folds of Kerkring are more 
distinct. Schwarz® found in a case of tuberculous 
stricture of the ileum, eight hours after the contrast 
meal, shadowy bands in the form of festoons 
stretching from the right to the left spine iliaca 
anterior superior and sinking in the middle to the 
symphysis. In a case of multiple tuberculous stric- 
tures, Stierlin’® saw dilated loops in several places 
deeply indented, and after twenty-four hours the 
loops were still to be found. The same symptom 
is described by Hinz"! in a case of cancer of the 
jejunum; below the shadow of the stomach and 
confluent with it, he found a big broad shadow that 
continued to the left as a shadow ten centimeters 
broad and as big as a child’s arm and correspond- 
ing to the beginning of the jejunum. 

If the stricture is narrow and persists long 
enough, this dilatation of the afferent loop in- 
creases. Decomposition develops in the retained 
intestinal contents so that the loop expands into an 
ampullaceous hollow space filled with chyme and 
gases. The x-ray photograph lets us discover one 
or more loops dilated like a ball; in the lower part 
of it we find a dark bismuth shadow and above 
a gas bubble. The limit between the gas and the 
bismuth is always a horizontal line whatever posi- 
tion we give to the abdomen, so that evidently the 
contents of the ampulla are liquid. Schwarz* saw 
in a case of cancer of the ileum, eight hours after 
the contrast meal, one big and two smaller balls 
filled half with liquid bismuth, half with gases; in 
another case he could observe the retention even 
after seventy-two hours; the stricture was this time 
due to metastasies of a cancer that caused a kink 
of the intestine. Czyhlarz and Selka’ and 
Schmidt? observed, each in a case of tuberculous 
stricture, twenty-four hours after the contrast meal 
those same ampullas filled with gas and chyme. Re- 

®Zur Roentgendiagnose der Diinn- und Dickdarmstenosen. Ver- 
handlungen der Deutschen Roentgengesellschaft, 1912 und |. c. 

1° Stierlin—Zur Roentgendiagnostik der Diinndarmstenose und 
des Diinndarm ileus. Medizin. Klinik, 1913, S. 983. 

4 Ueber den primaren Diinndarmkrebs. Archiv. fiir Klin. Chirur- 
and Selka—Beitrag zur_radiologischen Diagnostik 
der Diinn-Dickdarmstenosen. Wiener Klin. Wochenschrift, 1912/9. 


18 Schmidt—Bemerkungen uber Diinndarmstenosen. Miinch- 
ener Med. Wochenschrift, 1913/17. 
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cently I had had two analogous experiences, and 
as they are not as yet frequently observed, I shall 
describe them. 


CasE I:—Mrs. A. was operated upon a year and 
a half ago by a gynecologist for a ruptured cyst of 
the ovary. Half a year ago she began to suffer 
from pains in her right side, attacks of vomiting 
and obstipation. While the patient lay in the clinic 
I could often observe stiffening of certain intestinal 
loops, and later on she even had stercoraceous vom- 
iting. There was certainly an obstruction of the 
bowels, but where was it? That was the question 
put to the Roentgenologist. Seven hours—and in 
about the same way twenty-four hours—aiter the 
contrast meal, I found quite a few ampullaceous 
loops of the small intestine filled with liquid bis- 
muth and above it a gas bubble, so that I diagnosed 
multiple strictures of the small intestine. As those 
ampullae were especially localized in the ileocecal 
region, although the other parts of the abdomen 
were not entirely free from them, the principal ob- 
stacles were supposed to be in the lowest loops of 
the ileum. But there was no indication of the na- 
ture of the stricture, and we had to content our- 
selves with the supposition, based on the antece- 
dents, that adhesive processes caused the obstruc- 
tion. This proved to be true; we found many very 
widespread coalescences between the intestinal 
loops, and especially one loop was for several cen- 
timeters fixed to the abdominal walls. The most 
affected loops were eliminated by entero-anastomo- 
sis and the patient returned home cured. 


Case II:—Mr. T. suffered from a tuberculosis of 
the upper lobe of the right lung, and for two years 
he complained of heavy pains in the abdomen. 
There was no vomiting, and the feces, which he 
affirmed to be regular, were free from occult hem- 
orrhage. He had lost much in weight. The ab- 
dominal wall was so stiffened that no palpation was 
possible. There was no abdominal dullness nor 
ascites to be found. The +#-ray examination, six 
and nine hours after the contrast meal, showed that 
the lowest loops of the small intestine were tightly 
filled with contrast chyme; they were not dilated 
and no abnormal peristalsis was to be seen. Be- 
sides, I discovered throughout the whole abdomen 
a great number of ampullaceous loops with liquid 
and gaseous contents. The ascending colon was 
both times empty, but at the second examination 
I found some bismuth shadows in the transverse 
colon. Twenty-four hours after the meal, the 
whole colon proved to be free, but in some of the 
dilated loops of the small intestine there were still 
some bismuth remnants. The diagnosis of multiple 


obstacles in the small intestine was thereby firmly . 


established. The contrast enema discovered that, 
besides, there was an ulcerous colitis in the cecum, 
the ascending colon, and the first part of the trans- 
verse, and an insufficiency of the ileocecal valve, 
which was here most likely due to an ulcerous de- 
struction of the valve itself. The probatory laparot- 
omy proved my diagnosis to be right. There was a 
far advanced tuberculous peritonitis, a firm infiltra- 
tion of the colon ascendens and transversum, and 


numerous fibrous adhesions between the intestinal 
loops. 

In some cases of intestinal stricture the afferent 
loop is dilated to such a degree that even without 
the contrast meal the +-ray examination shows the 
existence of large hollow spaces in the abdomen 
filled with gaseous and liquid contents. The con- 
trast enema will then quickly demonstrate if those 
dilated ampullae belong to the colon or to the small 
intestine. That is an excellent method of studying 
ileus in such patients as cannot take the contrast 
meal. We spare trouble to our patient and save 
time besides. In a case of ileus due to adhesions, 
Stierlin’ could thus show by the contrast enema 
that the small intestine was the seat of the intes- 
tinal obstruction. 

By all this we see that gas bubbles in a dilated 
loop of the small intestine are a sure diagnostic 
sign of stricture. There is no possibility of con- 
founding them with the air bubble in the fun- 
dus of the stomach, in the duodenal bulb, or in the 
colon, or the bubble in the recess caused by a pene- 
trant ulcer of the stomach or the duodenum, or in 
some cases of subphrenic abscess. The other signs 
characteristic of the other affections will indicate 
the differentiation. There is but one observation 
published by Haudek** that might lead to a mistake. 
It was a sarcoma of the pancreas that had pene- 
trated a loop of the small intestine and contained 
a cavity filled with intestinal contents and gas. The 
x-ray photograph showed an ampullaceous cavity 
with a big gas bubble and liquid beneath; but there 
was no disturbance of the motor function of the 
small intestine. The ampulla could therefore not 
correspond to a dilated intestinal loop. 

The «#-rays certainly afford an excellent method 
of detecting a stricture of the small intestine, but 
they seldom let us decide what the nature of the 
stricture is. If it were possible to see an intes- 
tinal stenosis just as distinctly as a stricture of the 
esophagus, we could by the indented or smooth 
edge of the shadowy band often discern whether 
the stricture was due to a malignant growth or an 
ulcerous narrowing. But we have seen that this is 
only in some cases possible, in strictures of the 
duodenum (Holzknecht), the first part of the jeju- 
num (Hinz), and the neighborhood of the ileocecal 
valve (Kienbéck). In all the other cases the stric- 
ture itself was not to be seen on the «x-ray screen or 
plate, and we had to base the diagnosis upon the 
effects produced by the stricture. And we find the 
same results, no matter what the nature of the 
stricture is, be it a cancer or a callous scar that 


14 Haudek—Die Roentgendiagnose eines abnormen Hohlraumes 
im Abdomen. Wiener Klinische Woch., 1910/1. 
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narrows the intestinal lumen, or be it adhesions or 
a tumor that compress the loop from the outside. 
The various pictures we get of the intestinal stric- 
ture do not correspond to a specific kind of stenosis, 
but only to the degree and the duration of the 
stricture. 

X-ray examinations are equally unsatisfactory as 
to the seat of the stricture; here, too, the duodenum, 
the beginning of the jejunum, and the lowest loop 
of the ileum form an exception, because of the 
neighborhood of the stomach and the colon, re- 
spectively, which indicate the site of the lesion. 
But the strictures of the middle loops cannot be 
localized on the +-ray plate. It is impossible to 
judge by the appearances at what short distance the 
stricture is from the duodeno-jejunal plica, and at 
different examinations the strictured loop may even 
have different positions. That is the reason why 
David"* invented his probe, analogous to the duo- 
denal probe ; it is gradually advanced until it reaches 
the stricture and then a contrast liquid is instilled. 
By that method we can easily find out the distance 
of any stricture from the range of the teeth. But 
to my thinking, we are not made much wiser by it. 
A stricture of the small intestine has to be oper- 
ated upon. The place where the strictured loop is 
to be found often reveals itself to the surgeon by 
the fact that a tumor is to be felt.or stiffened loops 
are to be seen. And if the clinical observations do 
not show us the seat of the strictured loop, we learn 
nothing by knowing the distance of the stenosis 
from the teeth; we must open the abdomen and 
the dilated loops will then show us where to find 
the stricture. 

But the method may prove helpful for making 
out the nature of the stenosis, and we will certainly 
often be able to discriminate between intestinal 
obstructions due to adhesions and those due to 
ulcerous affections. But I doubt if we may dis- 
tinguish between a cancer and a circular tuberculous 
ulcer. For this, however, there is no need, since 
they alike require surgical attack. 

Summary: The x-rays are an excellent aid in the 
diagnosis of strictures of the small intestine. The 
characteristic signs of a stenosis are: 

1. Irregularities of the contours of the bismuth 
shadows. 

2. Retention in the small intestine far longer 
than the normal time. 

3. Strong but ineffectual peristaltic contractions. 

4. Dilatation of the afferent loops; in the first 
period the loops are broader and straighter than 
usual; later on they are transformed into ampulla- 


ndurchleuchtung des Diinndarms. Verein 


18 David—Zur Roent 
i Munch. Med. Woch., 1913/32. 


der Aerzte im Halle, 21 May, 1913. 


ceous hollow spaces filled with liquid and gaseous 
contents. Sometimes these ampullae are to be seen 
without a contrast meal. 

Not all of those signs are needed to establish 
diagnosis. Irregularity of the contours or reten- 
tion alone do not allow the diagnosis of a stricture. 
Lack of peristalsis does not speak against a stenosis. 

If the stricture belongs to the duodenum, the be- 
ginning of the jejunum, or the lowest loops of the 
ileum, the #-rays enable us to localize the seat of 
the narrowed parts and sometimes even to recognize 
the nature of the stenosis. 


STRAIGHT DIRECT LARYNGOSCOPY, 
BRONCHOSCOPY AND 
ESOPHAGOSCOPY. 

RicHarp Hatt Jounston, M.D., 


Clinical Professor of Laryngology in the University of 
Maryland; Laryngologist to St. Joseph’s German Hos- 
pital; consulting Laryngologist to the South 
Baltimore Eye, Ear and Throat Hos- 
pital ; the Jas. L. Kernan Hos- 
pital for Crippled 
hildren. 


BALTIMORE, Mp. 


(Continued from July Number.) 
Upper TRACHEO-BRONCHOSCOPY. 

That the upper operation is more difficult than the 
lower is evident from the fact that the larynx has 
to be passed. For this reason, one, to become an 
expert bronchoscopist, must have a good working 
knowledge of direct laryngoscopy. In an emer- 
gency one who is not particularly skilled in direct 
laryngoscopy may succeed in getting a tube into the 
trachea, but his movements will be uncertain and 
fraught with danger to the patient. If, during the 
attempted examination, strangers are present, the 
awkward and hesitating movements of the oper- 
ator will be noticed to his discredit and embarrass- 
ment. In no branch of medicine is lack of experi- 
ence or ignorance so quickly noticed. Unlike direct 
laryngoscopy tracheo-bronchoscopy is difficult to 
learn to do well. While any laryngologist can learn 
direct laryngoscopy in a few lessons, passing a long 
tube into the trachea in the proper way is a diff- 
cult procedure. There are many problems to over- 
come before one can call himself a finished oper- 
ator. Some few men never succeed in passing the 
bronchoscope because they are not fitted by tem- 
perament to do such work. On two different occa- 
sions the writer heard expert laryngologists say 
they could not do bronchoscopy because they did 
not have the patience. It is undoubtedly true that 
some men are born with a certain manual dexterity 
which stands them in good stead in passing tubes. 
To all laryngologists who would do tracheo-bron- 
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choscopy, the writer would give the advice to prac- 
tice direct laryngoscopy faithfully before attempting 
to pass the bronchoscope. Improved methods have 
made bronchoscopy easier, but one had better un- 
dertake it with full knowledge of its difficulties. 
The keynote of successful tracheo-bronchoscopy is 
gentleness; rough handling of the tubes will not 
only not succeed, but may result seriously to the 
patient. As with direct laryngoscopy, there are dif- 
ferent methods of doing bronchoscopy. The method 
used in Europe and extensively in this country is 
to pass the bronchoscope with the head extended. 
In Brunings’ book one sees the patient on the table 
with head extended and resting on the lowered leaf. 
In this country the “Boyce position” seems to be 
the popular one with the patient supine. In the 
sitting position the head is extended as in the 
“Boyce position.” 


TRACHEO-BRONCHOSCOPY IN THE SITTING POSITION. 


As usually practiced in the sitting position the 
patient is seated on a low stool with the head ex- 
tended and supported by a nurse. The degree of 


extension depends upon the size of the instrument 
used and upon whether the tube is passed between 
the incisor or the bicuspid teeth, the former requir- 


ing more extension than the latter. The pharynx 
is deadened with a four per cent. cocaine solution ; 
after waiting a few minutes, the separable speculum 
is passed, the epiglottis hooked forward, and ten 
per cent. cocaine solution applied to the larynx. If 
the vocal cords are sensitive, more cocaine will have 
to be used. In a few minutes the larynx should be 
sufficiently anesthetized to pass the bronchoscope. 
Most operators cocainize the trachea through the 
laryngoscope with a straight applicator. The tra- 
chea does not need much cocaine. With the head 
in the proper position, the separable speculum is 
again passed, the larynx is exposed, and the bron- 
choscope is pushed down through the speculum until 
the vocal cords are reached. The eye is now trans- 
ferred to the smaller tube, and during inspiration 
it is gently pushed between the cords into the tra- 
chea. The long tube is now intrusted to an assist- 
ant and the separable speculum removed by sliding 
the short blade out. The operator now takes the 
bronchoscope and passes it down, examining the 
trachea. When the bifurcation is reached, the tube 
naturally passes into the right bronchus, which 
is practically a continuation of the trachea. If 
any trouble is experienced in getting in to the 
tight bronchus, the patient’s head is turned slightly 
to the left when the bronchoscope usually slips into 
the bronchus without trouble. About an inch from 
the bifurcation, on the outer wall of the bronchus, 


is the opening of the secondary upper lobe bron- 
chus ; to be seen the end of the tube must be pushed 
to the right and the outer wall of the bronchus care- 
fully examined. It is not possible to see far into 
the opening with the ordinary tube; by using an in- 
strument with prisms Killian was able to see some 
distance into the bronchus. As foreign bodies prac- 
tically never lodge here, it is not of much practical 
importance. To find this opening is perhaps the 
most difficult part of the examination to the begin- 
ner; indeed, in some cases it is not easy for the 
expert, since, as stated above, its origin is by no 
means constant. The writer has adopted the plan 
of locating this branch first and, with this end in 
view, he pushes the bronchoscope against the outer 
wall as soon as the bifurcation is passed; by exam- 
ining the wall carefully as the tube is passed down, 
it is practically impossible to miss it. Just a short 
distance down from this opening is seen the sec- 
ondary bronchus leading to the middle lobe; it is 
situated on the anterior wall of the bronchus and is 
perhaps a little smaller than the one above. It is 
not possible to explore this tube very far, though 
it is more favorable than the one above because it 
does not come off at the same acute angle. At this 
stage of the examination the terminal bronchi lead- 
ing to the lower lobe can be seen even without push- 
ing the bronchoscope further down; to recognize 
clearly the tertiary bronchi, the tube must be ad- 
vanced a little further. The terminal bronchi are 
divided into anterior and posterior branches, the 
latter being the more numerous; they are individ- 
ually much smaller than the bronchi going to the 
upper and middle lobes. Looking into a terminal 
bronchus with a good light, one sees the partitions 
between the secondary and tertiary branches, re- 
sembling the bifurcation in miniature, with a whitish 
appearance in striking contrast to the membranous 
portion below. The main bronchus and the ter- 
minal bronchi are the most important tubes from 
the foreign body standpoint; objects of any size 
which pass the trachea are certain to lodge in the 
main bronchus, while small objects, such as steel 
pins, etc., often pass into the terminal branches and 
of course are more difficult of removal because 
harder to get at. In some cases very small tubes 
must be used with correspondingly small instru- 
ments which makes successful extraction extremely 
difficult and in a few cases impossible. Since the 
left bronchus comes off at a more acute angle than 
the right, the bronchoscope must be turned to the 
left by throwing the head sharply to the right; as 
a rule the tube then enters the bronchus easily. The 
examination is then carried out as on the right side 
by pushing the tube down alongside the outer wall 
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of the bronchus to locate the secondary bronchus 
going to the upper lobe. Since there are only two 
lobes on the left, the opening of the secondary 
bronchus is always situated lower down than on the 
right side, and to be seen clearly the head must be 
carried still further to the right. It can be exam- 
ined about as well as the opening of the opposite 
side. The distance between this opening and the 
terminal bronchi is short and the latter present the 
same general appearance as on the right side. Be- 
cause of the difference of the angles of deviation of 
the two bronchi, foreign bodies are more apt to 
lodge in the right than the left bronchus; some very 
curious cases of foreign bodies in the left main and 
terminal bronchi, however, have been reported. All 
the foreign bodies seen by the writer have been in 
the right bronchus. In looking for foreign bodies, 
not possible of location by the +-ray, one should 
not be satisfied until every portion of the bronchial 
tree has been examined. In using Jackson’s in- 


Fig. 1. Introduction: Stages I. and II. Brunings. 


struments the. object of the double battery is seen 
in the introduction of the bronchoscope where one 
can light the laryngoscope and the bronchoscope at 
the same time. As the writer does not use the 
separable speculum for passing the bronchoscope, 
he no longer needs the double battery, but for the 
beginner it is indispensable. As stated above, if 
one prefers Brunings’ instruments, he must have a 
more powerful source of light than a battery of dry 
cells. 

Brunings’ method. This method will be given in 
Brunings’ own words. He says: “It has already 
been indicated that far greater difficulties are pre- 
sented by the upper method as compared with lower 
tracheo-bronchoscopy. The reason of this is, in the 
first place, that the introduction is more complicated 
and the larynx has to be passed; secondly, that the 
tube is not only much less mobile, but at the same 
time longer; and, thirdly, that the patient is. inev- 
itably inconvenienced, and the examination must 


necessarily be completed as quickly as possible. It is 
a peculiarity common to every kind of direct exami- 
nation that its difficulties vary to a great extent with 
each case, and this is more especially the case in 
direct tracheo-bronchoscopy. Whereas, on the one 
hand, a brief diagnostic glance in the case of a pa- 
tient in the sitting position, who is particularly tol- 
erant and easy of examination, presents one of the 
easiest problems; on the other hand, the treatment 
of a case of a chronic foreign body may make such 
extensive and varied demands on the operator as 
perhaps occur in no other surgical operation. In 
such a case it is necessary to be cautious and to 
keep within permissible limits while proceeding 
without hesitation. It is a question of combining 
the application of force with manipulative skill of 
an unusual kind, and of controlling the behavior of 
the patient and of the technical apparatus with 
equal certainty. If, besides this, the haste required 
and the danger which may result from a moment’s 


Fig. 2. Introduction: Stages III. and IV. Brunings. 


delay are considered, my reason for laying stress 
again on the value of careful preparation will be 
understood. Upper bronchoscopy should be pre- 
ceded by a detailed preparation carried through 
with pedantic thoroughness, in order that it may 
proceed swiftly, calmly, and without interruption. 
The tube should be introduced immediately after 
the use of cocaine, and, though hurry must be 
avoided, the duration of endoscopy must be re- 
duced to a minimum, and all unnecessary repetition 
omitted. The necessary preparations include not 
only the complete mastery of the instruments, but 
also some practice in direct laryngoscopy and lower 
bronchoscopy. The practice of the upper method 
consists simply in combining these two, and even a 
beginner, if he has mastered them, may attempt the 
procedure with confidence. Apart from abnormal 
anatomical conditions, the upper method of bron- 
choscopy is always applicable; and fortunately it is 
possible, by means of those tests which were men- 
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tioned for direct laryngoscopy, to determine to 
some extent beforehand the very variable degree 
of practicability, so that an easy case may be se- 
lected for the first experiment. The indications 
for direct tracheoscopy vary within wide limits. It 
scarcely needs to be pointed out that children are 
not suitable subjects for a beginner. I must also 
state that examination is by no means always facil- 
itated by general anesthesia, if only for the reason 
that upper bronchoscopy, like all direct methods of 
examination, succeeds much easier when the patient 
is sitting than when he is lying down. Upper tra- 
cheo-bronchoscopy may be regarded as a combina- 
tion of the lower method and direct laryngoscopy. 
Both are connected with the passage of the larynx, 
and it is only in this part of the examination that 
there are any considerable differences of method. 
As it presents at the same time the most difficulties, 
it seems to me advisable to discuss here the different 
methods of introduction separately, except in the 


Fig. 3. Introduction of the inner tube. Brunings. 
case of children, as they require special consider- 
ation. It has been stated before that with the:long, 
narrow tubes which were used formerly, the pas- 
sage of the larynx was only effected by means of 
special instruments, which might, as pilot bougies, 
serve for blind intubation, or, like Killian’s divided 
spatula, render the autoscopic passage of the larynx 
possible. When my double tube is used these meth- 
ods are unnecessary. The spatula tube can always 
be introduced without further expedients, and only 
those differences which arise from the different po- 
sitions of the patient have to be considered. All 
tracheo-bronchoscopic examinations, if scientifically 
carried out, begin with direct laryngoscopy, and 
may be divided into three stages, which the beginner 
is recommended to follow pedantically. 

“Stage I. Presentation of the lingual surface 
of the epiglottis. : 

“Stage II. Passage beyond the epiglottis; auto- 
scopic displacement. 


“Stage III. Passing the tube into the trachea.” 

Introduction when the patient is sitting. In this 
case the typical technic of autoscopy with all its 
details, must be applied, the short autoscopy spatula 
being replaced by the longer spatula-tube, the size 
of which will be determined according to directions 
already given. Usually no great difficulties of 
orientation arise in this respect with adults; but 
when the longer tube is being used, and the hand 
placed as mentioned on page 101, great care must 
be used to avoid lateral deviations and going too 
deep, as it is easy to pass across the epiglottis into 
the hypopharynx. It is only necessary to present 
the entire glottis, as far as the neighborhood of the 
anterior, commissure, when a view of the trachea 
from the larynx is desired. Otherwise it is enough 
to present the last third of the vocal cords, as com- 
plete autoscopy requires a much stronger displac- 
ing pressure than is necessary for passing the tube. 
The sloping end of the tube presses the larynx 


Fig. 4. Operation with the forceps. Brunings. 


backwards, in accordance with the counter-pres- 
sure procedure, so that when introduction is ef- 
fected there is only a comparatively slight pressure 
of displacement. Patients who are difficult to ex- 
amine may be afforded considerable relief by the 
employment of the counter-pressure method. Of 
course, the counter-pressor cannot be employed ; but 
the action of the instrument may, to some extent, 
be obtained by manual displacement of the larynx. 
Unfortunately, the left hand will not be able to be 
used to protect the lips and teeth, and a particu- 
larly careful manipulation will consequently be 
necessary. The passage of the larynx may be fur- 
ther facilitated by the following expedients: The 
subject should be asked to breathe calmly, slowly 
and deeply, and the attitude thus assumed can be 
taken advantage of for passing the tube. It is not 
of much consequence whether complete abduction 
of the vocal cords is obtained, because the sloping 
end of the tube, if exactly in the middle line, can 
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easily part them without causing much incon- 
venience. It is only when anesthesia is incom- 
plete that it may be necessary to insert the wedge- 
shaped end of the tube in a sagittal direction, in 
order to separate the apposed vocal cords. When 
there is much resistance, the passage of the tube— 
after it has been well greased and warmed—may 
be facilitated by not pushing it with the right hand, 
but manipulating it with short leverage movements 
by means of the left index finger. All friction 
against the teeth and the left hand is thus avoided, 
and the tube advances gradually without jerks.” 
The writer's method. The writer has worked 
out a simple method which is somewhat similar to 
Brunings’ except that only one tube is used and 
the position of the head is different. Since the 
introduction of the straight method of direct laryn- 
goscopy nearly five years ago, the writer has used 


Fig. 5. 
a method of tracheo-bronchoscopy which seems 
much simpler than other methods. The basis of 
the method is the straight position of the head as 
used in direct laryngoscopy and upper esophagos- 
copy which have succeeded so admirably in the 
hands of all who have employed them. The patient 
is seated on a low chair with a comfortable back; 
the pharynx is anesthetized with a twenty per cent. 
solution of alypin applied with a curved applicator. 
After waiting a few minutes the small laryngoscope 
is passed until the epiglottis comes into view. The 
larynx is now brushed over with alypin applied on 
a straight applicator through the laryngoscope. As 
in direct laryngoscopy the tube is passed between 
the left bicuspid teeth with the head straight. The 
epiglottis is now hooked forward and the larynx in- 
spected. If the vocal cords are still sensitive, 
more alypin is applied to them and a long applicator 
loaded with the same drug is pushed between the 
cords and down to the bifurcation, which usually 


Brunings. 


Introduction in the lateral position. 


deadens the trachea sufficiently. The laryngoscope 
is now withdrawn and the bronchoscope rubbed 
with sterile vaseline. The head is held as straight 
as possible; in many patients it is almost perfectly 
straight, while in others it is slightly extended. 
Compared with all other methods, the head may be 
described as straight in every case. The patient 
opens his mouth, and with the eye looking through 
the long tube, it is passed between the left or right 
bicuspid teeth. It is perhaps better to use the right 
side of the mouth, since it is easier to enter the 
left bronchus from that side and there is no diffi- 
culty in getting in to the right bronchus. The 
bronchoscope is passed with the right hand, while 
the left index and middle fingers rest on the lower 
teeth to act as a pilot and to steady the tube in its 
descent. The tube slips down easily, pushing the 
tongue out of the way, and the epiglottis quickly 


Fig. 6. 
comes into view. This movement, which is sim- 
ply pushing the tube straight down, may be called 
the first movement. The second movement con- 
sists in pushing the end of the tube backward 
against the wall of the pharynx and then reversing 
the movement to pull the epiglottis forward. When 
this is accomplished, the larynx comes into view 
and the third movement is soon finished by pushing 
the tube between the cords by a gentle rotary mo- 
tion. It is better to turn the instrument so that the 
long end will insinuate itself between the cords 
first so that the tube will follow without difficulty. 
In passing the tube no account is taken of whether 
the cords are separated or not. The method has 
been described as consisting of three movements; 
as a matter of fact, the tube enters the trachea so 
quickly that the three movements seem to be only 
one. It takes a few seconds to get the tube into 
the trachea. Since the head is straight, there is 


Brunings. 


Introduction in the ventral position. 


no obstruction to the entrance of the bronchoscope. 
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After trying all methods, the writer believes this 
to be the simplest and quickest way of passing the 
bronchoscope. He is convinced that it will work 
in all patients and that larger tubes than nine milli- 
meters will pass into the trachea with ease be- 
cause, aS emphasized above, the muscles are re- 
laxed. If a patient happens to be particularly 
nervous, the writer gives large doses of bromide 
of soda for a:day beforehand or a dose of mor- 
phine-and hyoscine hypodermatically a half hour 
before the examination. The cases in which such 
measures have to be taken are rare, but they are 
of the greatest help occasionally. When the bifur- 
cation is reached, if the tube has been passed from 


Fig. 7. Passing the nine millimetre bronchoscope without the 
aid of the separable speculum. The bronchoscope has passed be- 
tween the vocal cords and is in the trachea. This patient had very 
prominent teeth which accounts for the fact that the head is some- 


what extended. The method is easier when the head is almost 
straight. 


the right side of the mouth, no difficulty will be 
experienced in getting into the left bronchus. At 
no time during the examination is the head in much 
extension and the “straight method of bronchos- 
copy” is a reality. The writer long ago gave up 
separable specula, pilots, etc., for passing bron- 
choscopes because they are needless and disagree- 
able to the patient. It is perhaps a little more dif- 
ficult for the beginner to see the landmarks through 
a small tube, but he soon masters this difficulty 
and the work becomes easy. The writer often 
passes the five millimeter tube by this method for 
practice in training the eye to see through a small 
tube. The writer has given his method the name 
of “straight bronchoscopy,” because the head is 
often straight until the bronchoscope passes into 
the trachea. For this method the Jackson instru- 


ments are best because they are so easily handled ; 
they are just the right length for easy and quick 
manipulation. In looking for a foreign body in an 
adult under local anaesthesia, it is perhaps better 
to spray a ten per cent. alypin solution into the 
trachea and bronchi for fear of disturbing the ob- 
ject by accidently touching it with the applicator. 
The spray tube is introduced through the bron- 
choscope. With the head straight one finds that 
the patient is usually perfectly comfortable and 
that one can take his time in examining the trachea 
and bronchi. The writer has often during a demon- 
stration of the different parts of the respiratory 
tract kept the tube in as long as 45 minutes with 
little discomfort to the patient. 


Fig. 8. Passing the bronchoscope the large separable 
speculum with the patient’s head on the table. Ether anesthesia, 
The bronchoscope is passed preferably between the right bicuspid 
teetla because it is easier to enter the left bronchus from the right 
side, 


BRONCHOSCOPY IN THE SUPINE POSITION. 

The Boyce position. Jackson uses this position 
for passing the bronchoscope with the patient on 
the table. As described in the chapter on direct 
laryngoscopy, the Boyce position consists in pulling 
the head and shoulders over the end of the table 
while a trained assistant sits to the right of the 
operator and holds the head. The operator sitting 
on a low stool, passes the separable speculum with 
the left hand and hooks the epiglottis forward, ex- 
posing the larynx. The bronchoscope is then 
passed through the laryngoscope and between the 
cords into the trachea. The separable speculum is 
removed and the examination proceeded with. The 
same objections which were enumerated under di- 
rect laryngoscopy hold true against the “Boyce po- 
sition” in tracheo-bronchoscopy. The writer con- 
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tends that the cramped position of the operator 
and the unnatural position of the patient are not 
conducive to the best work. He therefore pro- 
poses to suggest another position which he be- 
lieves will be easier for beginners. Jackson has 
become wonderfully expert with this position, but 
for other operators it is difficult. This position is 
rarely used unless the patient is to be given a gen- 
eral anesthetic. 

Brunings method. “Normally this is done with 
the patient lying on his back while an assistant 
supports his hanging head in such a way as en- 
tirely to relax the muscles of the neck. In this, 
just as in autoscopy, too much strain at the outset 
must absolutely be avoided, and the surgeon should 
perform the first stage in a more or less upright 
position. The position of the electroscope follows 
from the general rule which requires the lamp to 
be directed sagitally to the patient. The left hand 
should then resume the position in which it pro- 
tects the lips and- teeth and insures the medial di- 
rection of the tube. During stage II. of the auto- 
scopic displacement, the patient’s head must neces- 
sarily be lower, so that the surgeon can resume a 
sitting position. Here again the protection of lips 
and teeth must be remembered, and no advance 
should be made in the manner indicated until the 
autoscopic presentation is obtained. Introduction 
in the dorsal position is rendered difficult, not only 
because topographical relations are reversed, but 
because the electroscope has to be manipulated in 
an unaccustomed manner, and the direction of 
autoscopic pressure is inconvenient. It is therefore 
advisable, when there is an opportunity to obtain 
some preliminary practice in autoscopy on sitting pa- 
tients, the introduction being made by the surgeon 
standing behind the patient’s back. The phonation 
(sound of breathing) must be attended to, and the 
three stages carefully observed. When introduc- 
tion in the dorsal position presents insuperable 
obstacles, it is usually possible to succeed in the 
following manner: Put the patient over on his left 
side, having the head supported, and then introduce 
exactly as in the sitting position. When the tube 
is in the trachea, the patient should be carefully 
moved on to his back, because the lateral position 
becomes tiring for the surgeon. I have found that 
this introduction in the lateral position generally 
succeeds fairly easily even with inexperienced 
operators. The lateral position appears to offer no 
advantages for the further pursuit of the examina- 
tion; in esophagoscopy the opposite is the case, be- 
cause the unaccustomed relative positions make 
‘orientation even more difficult. No doubt excep- 


tions must occasionally be made—for instance, 
when there are objections to having the head hang- 
ing over the end of the table (in the case of elderly 
people), or if it is desired to facilitate the removal 
of bronchiectatic secretion by raising the diseased 
side of the lungs.” 

The writer never uses the supine position without 
general anesthesia, since he has always succeeded 
in examining patients in the sitting position under 
local anesthesia. The method to be described is 
practicable, however, for more than once the larynx 
has been examined in the supine position with head 
straight under local anesthesia and exactly the 
same position is used in passing the bronchoscope. 
For bronchoscopy under general anesthesia, the 
writer is convinced that the method is the simplest 
and quickest of all methods. There are two ways 
of passing the tube, both of which will be described. 
The table used is one of average heighth with or 
without a leaf that can be lowered. 

Bronchoscopy with the separable speculum. The 
patient lies on two cushions which are just thick 
enough to allow the head to fall to the plane of 
the table when the small cushion is removed. This 
must be carefully regulated before the anaesthetic 
is administered so that no time will be lost after 
the operation begins. The writer has two cushions 
which are suitable for all patients. With the pa- 
tient etherized or not, as the case may be, the oper- 
ator, standing to the left of the table, passes the 
large or small separable speculum according as a 
large or small bronchoscope is to be used, between 
the left bicuspid teeth, hooks the epiglottis upward 
and exposes the larynx. The bronchoscope is then 
passed through the laryngoscope and the eye is 
transferred to the smaller tube. When the vocal 
cords come into view, the bronchoscope with a 
gentle twisting motion is slipped between them into 
the trachea. The long tube is now steadied by an 
assistant while the operator removes the separable 
speculum and directs that the cushion under the 
head be removed so that it can be lowered to the 
plane of the table. The operator now takes his 
seat at the head of the table on an ordinary stool 
and takes charge of the bronchoscope. It will gen- 
erally be found that the head is too low and a small 
pillow will have to be placed under it. In this meth- 
od it is not necessary to pay any attention to the 
shoulders, which is so important in the “Boyce 
position.” Having adjusted the head at the proper 
height, the tube is pushed down easily. It will be 
observed that the head is only slightly extended. 
When the bifurcation is reached, the operator turns 
the head with the left hand while the right guides 
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the tube into the bronchus to be explored. Since 
the patient is asleep, there is no difficulty in chang- 
ing the tube to the right side of the mouth if neces- 
sary, but usually it will be found that one can enter 
the two bronchi with equal ease from the left side. 
The writer has been surprised more than once at 
the slight movement of the head required to pass 
the tube into the bronchi. There is no necessity 
to move the head antero-posteriorly, since the pil- 
low of proper thickness attends to that. While the 
preliminary movements may sound complicated, it 
requires only a few seconds to get the broncho- 
scope into the trachea and to push it further down. 
The many advantages, as seen by the writer, will 


| 

| 


Fig. 9. Upper bronchoscopy. Head on the table. No trained 
assistant necessary. Movements of head controlled by operator’s 
left hand. The position of the operator is perfectly comfortable. 
This position is suitable for adults and children. 

be pointed out under the other method of bron- 
choscopy. 

Bronchoscopy without the separable speculum. 
The position of the patient is the same as for the 
first operation except that the head is slightly ex- 
tended. The operator sits at the head of the table 
and passes the bronchoscope between the right or 
left bicuspid teeth; the index and middle fingers 
of the left hand are placed between the teeth to 
act as a pilot. The tube is passed down until the 
epiglottis comes into view when the long point is 
depressed against the wall of the pharynx and 
pushed slightly downward and then upward to 
hook the epiglottis out of the way. The larynx is 
now exposed and the tube is carried between the 
vocal cords by the same twisting or rotary motion 
described above. Under general anesthesia one 
does not have to exercise the same care in passing 


the tube between the cords as under local anesthe- 


‘sia, though gentleness in manipulating instruments 


is always necessary. This method is probably 
more quickly executed than the first method, but 
it is more difficult for the beginner, because the 
small tube is passed upside down so to speak. After 
the tube passes the vocal cords, the position of the 
head is regulated as above and the examination is 
proceeded with. The writer has found these 
methods perfectly satisfactory under general anes- 
thesia and believes they possess many advantages 
over other methods. To begin with, the work is 
simplified in that fewer assistants are needed; the 
only assistants absolutely necessary are an anes- 


Fig. 10. Low tracheoscopy. Local anesthesia. 


thetist who, after the patient is asleep and the tube 
introduced, stands to one side and gives ether as 
may be needed, and a nurse to load the instruments. 
No assistant is needed to hold the head because 
throughout the procedure the head is on the table. 
Again the operator sits on a high stool and manip- 
ulates the instrument from a comfortable position 
which increases the pleasure as well as_ the 
rapidity of the work. Thirdly, the instrument is 
passed with the head in a more natural position 
than in other methods and there is no strain on 
the arm as in the “Boyce position”; and, fourthly, 
it has seemed to the writer that less extension of 
the head is necessary than in other methods, since 
it is exactly similar to bronchoscopy under local 
anesthesia. In older children the same methods are 
used ; in younger children, no anesthesia is used and 
the head must be extended slightly more to pass the 
bronchoscope by these methods. Jackson uses the 
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“Boyce position’ in children as in adults. Brunings 


advises a special set of instruments for children. 


and makes some statements which expert broncho- 
scopists in this country will not endorse. His views 
on endoscopy in children are so at variance with 
those held in this country that the writer thinks it 
will not be amiss to copy his chapter on this impor- 
tant subject. He says: “When I mentioned the 
use of direct laryngoscopy and tracheo-broncho- 
scopy in the case of small children, I did not lay 
any special stress on it, as I wished to detail the 
normal procedure as clearly and comprehensiveiy as 
possible. On account of the unusual difficulties en- 
countered in the direct examination of children, it 
is not only necessary to employ numerous varia- 
tions of methods, but additional instruments are 
also very useful in certain cases. If, then, the un- 
doubted importance that the method must assume 
in the hands of children’s specialists is considered, 
no further excuse for the inclusion of this chapter 
is necessary. The difficulties in examining chil- 
dren lie, in the first place, in the relative smallness 
of the parts to which the endoscopic apparatus must 
be adapted. The diameter of the bronchoscope 
tube is reduced to 7.6 millimeters, and approaches 
the limit at which orientation or the manipulation 
of instruments under the guidance of the eye is 
possible. In addition to this the restlessness of 
children, their tendency to spasm and salivation, 
the forcible respiratory movements of the trachea 
and bronchi, and, above all, the increased danger 
of collapse owing to the use of cocaine or a general 
anesthetic, must be taken into account. The endo- 
scopic treatment of children yields, however, such 
gratifying results that it surpasses in importance 
the endoscopy of adults. In this connection I need 
only mention the case of foreign bodies, of which 
far more than half occur in childhood. According to 
the statistics of Gottstein, which I have already re- 
ferred to frequently, the series of 111 cases of for- 
eign bodies which he treated bronchoscopically 
show the following age distribution: 

Age (years) ..0-1 1-2 2-6 6-12 12-18 18-63 
Foreign bod... 6 11 35 17 6 36 
Taking the percentages it is seen that the period 
from birth to six years embraces forty-seven per 
cent. of all cases; the period from birth to twelve 
years old, sixty-nine per cent.; whilst the entire pe- 
riod from twelve to sixty-three is responsible for 
thirty-eight per cent. The instruments contained 
in any normal set usually suffice for small children, 
but it is obvious that an instrument which is strong 
and big enough for the examination of grown men 
is not exactly the most suitable for small children. 


I will therefore describe some special instruments 
and their degree of importance as well as the spe- 
cial advantages attaching to their use. For general 
use, the composition of a set suitable to children’s 
requirements will be given, and the children’s spe- 
cialist can confine himself to these. In the mechan- 
ical construction of my broncho-electroscope, the 
application of force which the autoscopic displace- 
ment in adults entails must be taken into account. 
The special handle which I constructed with this 
object is neither necessary nor, in many cases, con- 
venient for the examination of children. For lower 
tracheoscopy, which is so much more frequent in 
children, the handle is inconvenient, owing to its 
length and weight being relatively so much greater 
than that of the small tracheal funnel. The mech- 
anism, also, whereby the lamp can be pushed to 
one side, is not of much use in ichildren, as their 
delicate air passages do not permit“of the lateral 
pressure bound up with this maneuver. I would 
advise, if the equipment is very complete, that the 
universal electroscope should. be used for children. 
The lamp and projection apparatus are the same 
as in my broncho-electroscope, but the light handle 
affords more easy manipulation in those cases where 
the employment of force is not necessary, and where 
the tube must lie close to the surface of the body 
(tracheal fistula, etc.). The mechanism of the mir- 
ror holders is also very convenient in examining 
children. By pressure of the thumb it is clipped 
in position above the upper end of the tube, and 
when the pressure is removed it flies back into its 
original position. I have often used the instrument 
to great advantage in lower tracheo-bronchoscopy. 
A special spatula is particularly desirable in direct 
laryngoscopy of children, and I have devised one to 
meet the case. The instrument is grooved and has 
a somewhat broad fish-tail end, the upper half is 
bent round to form a kind of box, which is, how- 
ever, open on the right side, so as to facilitate the 
introduction of instruments and their manipulation 
at an angle. I must further recommend the use 
of the five normal bronchoscopic tubes through a 
tube, No. 1.5, of 7.75 millimeters diameter, which 
is more suited to children’s requirements, and is 
midway between No. 1 (7 millimeters), and No. 2 
(8.5 millimeters). It is made of tempered steel. 
Exact observation in the neighborhood of a tra- 
cheotomy wound (difficult decanulation) makes 
necessary the use of a special ‘tracheal funnel,’ such 
as I have figured in Fig. 86. The sloping end 
serves for the earlier use with a mandrin, and al- 
lows a complete inspection of the whole length of 
the wound. The tracheal funnel is manufactured 
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in three sizes—5, 6.5 and 8 millimeters in diameter. 
The longest size does very well for direct laryn- 
goscopy of infants. The extreme narrowness of 
the tubes for children makes operating “under com- 
plete ocular control” largely an illusion. I have, 
however, had a forceps of 17 centimeters long con- 
structed, which can be held and manipulated very 
delicately owing to its shortness and absence of 
any lengthening mechanism. Its small end pieces 
are interchangeable. The instrument is very useful 
for the extraction of difficult foreign bodies, and 
I have also used it for the removal of diphtheretic 
membrane from the bronchi. It is further advisa- 


Fig. 11. Low tracheoscopy. Patient on the table. Local anes- 
thesia. This patient has stenosis of the trachea. 
ble to have an extra thin pump-tube and wool car- 
rier. 

Anesthesia. Wherever painting under guidance 
of a mirror is possible in older children, the method 
described for adults should be adopted, but the 
cocaine solution should never be stronger than ten 
per cent. A short, bent steel wool carrier or a 
nasal probe is more convenient than the painting 
syringe. For small children reliance must be placed 
on cocainization by palpation, as a spray is out of 
the question. It usually suffices to bring the epi- 
glottis into view with a-tongue spatula—though this 
is often not possible—and to paint its laryngeal 
surface with a curved wool carrier more or less 
under visual control. As a rule, however, the fin- 
ger must be passed into the larynx, and, guided by 
that, the painting done as well as possible. In in- 
fants anesthesia must be dispensed with. In induc- 
ing anesthesia, the great tendency that small chil- 


dren have to subglottic swelling should always be 
remembered, and the painting should therefore be 
proceeded with very cautiously. If any laryngeal 
dyspnea is present, any painting is contraindicated. 
In laryngeal affections of unknown nature, it is ad- 
risable to make the examination without anesthesia 
—as often as can be done—or to use a general 
anesthetic. General anesthesia should be used for 
prolonged or especially difficult examinations, and 
should be limited to those conditions in which ab- 
solute stillness is essential. It is obvious that gen- 
eral anesthesia is more often necessary in bigger 
children, as they cannot be expected to keep still 
spontaneously, and any compulsion is merely a 
prelude to other difficulties. However, at this age 
indirect laryngoscopy is often practicable. 

Position. The sitting or upright position is a 
great help in examining children. The child should 
be held almost in the position usual for adenoid 
operations, but need not be so completely wrapped 
up in a blanket. The head must, however, be able 
to be moved passively, so that a second assistant is 
almost indispensable. For prolonged anesthesia the 
lying position is almost indispensable, but a short 
anesthetic may be administered, without danger 
while the child is sitting up. The lying position 
further facilitates the fixation necessary for accu- 
rate examinations or operations under local anes- 
thesia, and diminishes disturbances caused by the 
profuse salivation. A somewhat higher table is 
necessary for examinations in this position, and the 
top should be covered with a light cloth to aid in 
keeping the patient firm. 

Examination. The method which has already 
been described will serve for direct laryngoscopy 
both in the sitting and lying positions, but it must 
be borne in mind that unless a general anesthetic 
is used some degree of compulsion will be neces- 
sary in making the examination. Not only is no 
help obtainable from the patient, such as the as- 
sumption of a suitable position, light breathing, 
holding the tongue, phonation, etc., but every device 
has to be used to overcome active opposition. The 
child jerks its head, bites the spatula, and moves 
the base of the tongue in all directions, so that a 
typical observation of the third movement can 
never be relied upon. In addition to this must be 
considered the hopeless tendency that the pharynx, 
pars supraglottica laryngis and the glottis show 
towards sphincter-like closure, and that even in the 
momentary intervals of relaxation the opening is 
usually hidden by a foaming mass of pent-up secre- 
tion; whilst a recollection of the delicacy and the 
diminutive size of the parts, and the ever-present 
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necessity for the utmost caution, often discounted, 
however, by sudden movements, will give some 
idea of the difficulties involved in the examination 
of children. Forunately, however, there are gleams 
of sunshine even in this difficult task. Children 
are as a rule very suitable for autoscopy, not only 
on account of the plasticity of the soft parts and 
the easy mobility of the vertebral column, but also, 
as Wild pointed out, on account of the transition 
from the pars laryngea pharyngis to the axis of 
the bronchi being straighter than in the adult. A 
relatively wider tube spatula can therefore be used, 
or better still, my grooved children’s spatula with 
open-sided box. Orientation is facilitated with this 
latter instrument, so that full electroscopic illumina- 
tion is obtained, and the first and the second move- 
ments can be readily carried out and a large field 
of vision secured. The spatula should not be held 
too obliquely, and the difficulty of keeping the mid- 
line on account of the mobility of the tongue should 
be minimized by using the handle previously de- 
scribed. A further maneuver consists in waiting, 
and using the brief moment of inspiration for the 
introduction, and in allowing an assistant to pump 
away the accumulated saliva as rapidly as possible. 
The “suction spatula” which I formerly used did 
not come up to expectation, for as in the case of 
other similar instruments, the saliva was only re- 
moved from the immediate neighborhood of the 
suction holes ; it is better simply to put the pumping- 
tube into the throat. The use of the gag is often 
advantageous. Children’s necks are very easily 
moved, and great care must be taken that the head 
is not unduly extended. The maintenance of the 
larynx presentation, when once it has been attained, 
is usually easy, but the view is apt to be limited to 
the short period of inspiration. Whether center- 
pressure autoscopy may be an advantage in chil- 
dren is as yet unproved. The procedure would 
scarcely diminish the autoscopic pressure, as this is 
in any case very moderate. 

Direct tracheo-bronchoscopy. Lower method. 
There are no material differences from the pro- 
cedure as carried out on adults. It is, however, 
very important in children with permanent trache- 
otomy tubes to use the short tracheal funnel de- 
scribed above, as this facilitates the accurate ex- 
amination and treatment of the trachea in the 
neighborhood of the wound, and is especially useful 
in the region of the subglottic space. In examin- 
ing the air passages the powerful movements of 
the lumen during respiration are very striking. Oc- 
casional forced expirations often bring about com- 
plete obliteration of the lumen accompanied by a 


cough-like stridor. In the region of the smaller 
bronchi the movements of the lumen are very trou- 
blesome, as, owing to the swelling of the mucosa, 
the chance of satisfactory orientation is often de- 
pendent on the fleeting sight of the lumen obtained 
at the moment of inspiration. I have often noted 
this in cases of diphtheria. Every advance should 
be made cautiously, and where the presence of a 
foreign body is suspected, the result of the exami- 
nation should not be deemed satisfactory until 
every branch on both sides has been presented, inta 
which the foreign body might have been sucked. 

Upper method. The upper tracheo-broncho- 
scopy of small children is one of the most difficult. 
endoscopic pressures, and when ‘the difficulties ap- 
pear insuperable, beginners should be well advised 
to perform immediate tracheotomy, rather than ex- 
haust the patient by fruitless attempts at introduc- 
tion. If it is thought advisable to conduct the ex- 
amination under local anesthesia, the technic of 
cocainization described for direct laryngoscopy 
should be followed, and the air passages can be co- 
cainized through the tube after the larynx has been 
passed. The indications for general anesthesia have 
already been mentioned in Chapter II. To the spe- 
cial technic there mentioned should be added the 
recommendation that the autoscopic cocainization 
of the larynx should not be undertaken until anes- 
thesia is fairly deep, as the initial increase of reflex 
and the corresponding increase of salivation render 
the presentation of the larynx more difficult. It is 
helpful to pull the tongue out a little to limit its 
movements, whilst the use of a gag is often an 
advantage. The introduction of the tube calls for 
special mention, as departures from the technic nor- 
mally applicable to adults are often inevitable. I 
shall put the normal procedure in the first place, 
the autoscopic introduction with the aid of a spat- 
ula in the second place, and the blind introduction 
with a mandrin in the third place. I will discuss 
the various procedures in this order, and will then 
consider their advantages and disadvantages. 

1. The direct introduction of the tube spatula is 
naturally more difficult, owing to the diminished 
field of vision in children, than is ordinary auto- 
scopy with a broad spatula. If the difficulties ap- 
pear insuperable in the lying position, an attempt 
should be made in the sitting position, as I consider 
that this position is permissible, for a short time, 
even under a general anesthetic. If this fails, in- 
troduction in the left lateral position may be suc- 
cessful. 

2. For autoscopic introduction with the aid of a 
spatula, an attempt should be made to present the 
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larynx with the autoscopy spatula; this is then di- 
rected somewhat obliquely, and the tube spatula in- 
troduced by its side and pushed through the glottis. 
The electroscope is then removed from the auto- 
scopy spatula and fitted to the tube which has been 
introduced. Before the introduction, the light of 
the electroscope must be centered for the tube that 
is to be introduced, and should not be interfered 
with again. 

3. Some authors prefer to introduce the tube 
blindly under the guidance of the fingers. To do 
this, a good elastic catheter should be used as a 
mandrin. This should project from three to four 
centimeters beyond the end of the tube, and should 
be bent with the finger so that it finds its way over 


The position of the patient and assistant in upper tracheobronchoscopy. (After Jackson.) 
Fig. 12. 


the epiglottis. When withdrawing the mandrin, 
care should be taken that the tube is deep enough 
in the trachea; otherwise the tube may slip out as 
well. This enumeration shows that a number of 
methods of introduction are available, and they can 
all be employed in the different positions of the 
body. An estimation of their relative practical 
worth is difficult to come by, as personal predilec- 
tion—experience with intubation or familiarity 
with endoscopic routine—plays so large a part. 
Blind intubation is a comparatively easy procedure, 
though personally I have not much experience of 
it, but it is not in keeping with the fundamental 
endoscopic rule that the eye should guide the hand. 
I only advise its adoption by those accustomed to 
it in cases of extreme urgency, such as sudden 
dyspnea, and even in them I would urge the practice 
of autoscopy, as it is so indispensable on other 
grounds. Of the autoscopic methods, I would sug- 


gest that the beginner employ the direct introduc- 
tion in the sitting position, especially as this may 
be done under general anesthesia if the manipula- 
tion is fairly rapid. After some practice in this 
procedure, a trial can be made of the somewhat 
analogous procedure of introduction in the left 
laterai position. The localization of the delicate 
epiglottis is often difficult in children, owing to their 
restlessness and profuse secretion of saliva. Under 
no circumstances should the details of the first . 
movement be slurred over, but the root of the 
tongue should be carefully defined, so that, when 
the tube spatula is held obliquely, it is possible to 
see along the side of it, the instrument thus serving 
for illumination and as a tongue spatula. If this 
maneuver fails, recourse must be had to the pro- 
cedure detailed under heading 2, with the auto- 
scopic use of the flat box spatula. Good anesthesia 
and complete fixation are indispensable for the last 
method, as both hands are occupied. It should al- 
ways be a rule never to undertake difficult bron- 
choscopy in small children without proper prepara- 
ions for assistance as regards fixation, anesthesia, 
and possible tracheotomy. The rules framed for 
adults must be accurately followed in performing 
bronchoscopy. It has already been mentioned that 
the larynx of a child, which is very narrow in pro- 
portion to its trachea, allows the use of relatively 
wider tubes on account of its plasticity. The mo- 
bility of the tube is a great advantage, but never- 
theless orientation is always difficult, on account of 
the limited field of vision and the strong respiratory 
movements. A powerful light, clean. inner tube, 
and the use of children’s forceps and pumping tube, 
render operative procedures easier. In conclusion 
I would lay stress on the dangers of a too pro- 
longed bronchoscopy in children, on the absolute 
necessity of an exact observation of the general 
condition, and on the possibility of subsequent sub- 
glottic swelling. The value of oxygen inhalation 
in this last condition is very great.” 

While not wishing to criticise Brunings’ views 
in this chapter, the writer feels that the present 
status of tracheo-bronchoscopy demands that he 
take exception to certain statements in it. In a 
former chapter the writer said that he had been 
unable to find any special description of direct 
laryngoscopy in children. At that time he had not 
seen the chapter devoted to children, and he now 
wishes to take up certain statements contained in 
it and to discuss how they differ from the methods 
used in America. The writer is inclined to think 
from his own experience that Brunings emphasizes 
too strongly the difficulties of the examination of 
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the larynx in children. While it is true that all 
methods are difficult to the beginner, the writer is 
not willing to concede that the work is as difficult 
as Brunings would have us believe. He uses no anes- 
thetic and the five-millimeter tube in small children 
to pass the larynx and, while bronchoscopy is more 
difficult in them than in adults, he has always 
been able to see and to work through the smaller 
tube. Brunings claims that it is practically impos- 
sible to manipulate forceps through a five-millimeter 
tube, but his claim is not borne out by facts. For- 
eign bodies are often removed through this tube, 
and after a little practice one can see through it 
distinctly. With the forceps devised by Large, 
quite enough room is left to see through the tube 
and to remove foreign bodies. As the writer has 
said above, one should practice with the small tubes 
at every opportunity; the eye soon learns to see 
through it and it becomes almost as easy to work 
through it as the larger tubes. It is undoubtedly 
true that the method of illumination in the Jackson 
instrument is better for small tubes than Brunings’ 
electroscope. In children over five years of age, 
the seven-millimeter tube can be used; but in 
younger children it is safer to use the smaller tube 
because it can be kept in the trachea longer without 
danger of edema of the glottis. Jackson has 
rightly said that the great danger of edema lies in 
the use of large tubes, and for this reason one 
should be careful about using the seven-millimeter 
instrument in small children. It must be remem- 
bered that the trachea in a child is short and the 
diameter is much less than in the adult, so that one 
can sometimes see a foreign body through the 
laryngoscope, especially if it is of any size, for 
such objects do not get into the bronchi. A small 
tube about eight inches long is all that is necessary 
to reach these objects in the trachea. The writer 
advises all bronchoscopists to become expert with 
the small tubes and to use them in little children 
in preference to the seven-millimeter instrument. 
It is more than probable that no American bron- 
choscopist will agree with Brunings’ views as to 
anesthesia in children. The use of a ten per cent. 
solution of cocaine for painting the larynx in older 
or younger children is dangerous and in the opinion 
of the writer is never justifiable. It is safer to use 
ether if one feels that the child must have an anes- 
thetic, but in all cases seen by the writer up to ten 
years of age it has not been necessary. In direct 
laryngoscopy it cannot be too strongly emphasized 
that no anesthetic is necessary for either examina- 
tion or operation. In children beyond the age of 
ten years, the indirect method usually succeeds. 


It is not necessary to say anything further about 
position in direct laryngoscopy. The writer feels 
that the supine position with the head straight jis so 
far superior to the sitting position in the case of 
children that no argument is needed to prove it. 
One has only to try the two positions to be con- 
vinced. The writer has never seen the difficulties 
enumerated by Brunings under “examination” if 
the child is securely pinned in a sheet and the head 
held straight—not over the end—on the table. It 
is almost impossible for the child to struggle much 
under such conditions, and, as described above, the 
examination usually takes only a few seconds. The 
writer cannot imagine anything easier in tube work 
than the examination of the larynx in children, 
provided the head is straight and the proper tube 
is used. 

The examination of the trachea and bronchi with 
the head in the “Boyce position” is the same as in 
adults with the head and shoulders over the end 
of the table. The tube is passed in the same way 
and the operator assumes the same position. 

The writer's method of tracheo-bronchoscopy in 
children. The methods are practically the same 
as described for adults except that the smallest pos- 
sible tube is used. Under five years of age the 
seven-millimeter is never used, while over that age 
it can be passed without much danger of edema. 
In children below the age of two years, the writer’s 
favorite tube is Jackson’s five-millimeter tracheo- 
scope, which is long enough to reach into the bron- 
chi and, on.account of its short length, is easily 
manipulated. It is always passed without the sep- 
arable speculum with the head on the table and 
slightly extended. There is so little resistance in 
a child’s throat that the tube is easily passed and, 
with slender, short forceps, one can work success- 
fully through it. It is always well to give atropine 
before examining the trachea; children stand it 
well and it dries up secretions so completely as a 
rule that no pump is needed. It will be noted that 
the writer uses the straight position of the head in 
all his work; he has tried all methods and has come 
to the conclusion that it is the best position for the 
Jackson instruments, which he prefers to all others 
because they are simpler in his opinion and more 
easily handled. This may be due to the fact that 
he has worked so long and so successfully with 
these instruments. He feels sure, however, that 
with any instruments, the straight position of the 
head will simplify tube work. There is one 
thing in Brunings’ chapter which ought to be re- 
marked upon, and that is that he advocates that 
children’s specialists should be qualified to do tra~ 
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cheo-bronchoscopy. In this country such special- 
ists are practically always medical men without 
surgical training. The writer feels that no physi- 
cian who has not had long practice in manipulat- 
ing instruments in the throat should attempt to do 
tube work. It is so difficult that many laryngolo- 
gists do not try to master it, and it would seem 
unreasonable to expect the medical man to perfect 
himself in it. To illustrate the ease with which 
the bronchoscope can be passed with the head in 
the straight position, the writer wishes to cite two 
cases before taking up cases amenable to treatment 
of tracheo-bronchoscopy. 


Case I:—Four years ago, Dr. Frank Keating, 
superintendent of the Home for Feeble-minded 
Children, sent a feeble-minded boy to the Univer- 
sity Hospital with the history of dyspnea and cya- 
nosis. The boy had been out with an attendant 
a day or two before; the attendant left him for a 
few minutes and when he returned, the boy was 
lying on the ground, cyanotic and gasping for 
breath. He was immediately taken to the dormi- 
tory, where Dr. Keating saw him. The boy had 
been playing with papers and the supposition was 
that he had probably gotten a piece into the trachea. 
The boy, nine years old, was so terrified at the 
sight of the instruments that it was necessary to 
give him a general anesthetic. The head was held 
straight on the table and the small separable laryn- 
goscope passed, exposing the larynx; the seven- 
millimeter bronchoscope was then passed through 
the larger tube into the trachea. The laryngoscope 
was removed, and just as the writer had begun to 
push the bronchoscope down, the boy stopped 
breathing. Despite the fact that the tube was kept 
in the trachea and artificial respiration resorted to, 
the patient became cyanotic and it was found neces- 
sary to remove the tube and to suspend him by his 
heels. He soon came around, and when he was 
fully awake an attempt was made to examine the 
trachea without anesthesia, but all in vain. The 
actions of the boy under anesthesia demonstrated 
that the obstruction was far down in the trachea, 
so that tracheotomy would have done no good. The 
anesthetic was again carefully given and the bron- 
choscope passed the second time. The head was 
immediately placed in the “Boyce position,” and 
the tube pushed quickly down to the bifurcation, at 
which point the trachea was found almost closed 
by pressure from the left side. The bronchoscope 
was gently forced by the “scabbard” trachea and 
practically the same condition was found in the left 
bronchus, which was almost closed. The right 
bronchus was not affected. A diagnosis of medi- 
astinal pressure was made with a bad prognosis. 
After the examination the boy breathed better tem- 
porarily, but the-next day he was much worse, so 
that an attempt was made to give him some relief 
by passing the tube again. He was placed on the 
table and immediately died before anything could 
be done. A quick tracheotomy with the passage of 
the tube availed nothing. At the autopsy-a mass 


of glands which proved to be tubercular was found 
in the mediastinum pressing on the trachea and left 
bronchus, almost obliterating the lumen of both. 
Though treatment was of no avail, the diagnosis 
was made and it was demonstrated that straight 
bronchoscopy was easy. 

Case II:—In December, 1910, J. S., twenty-one 
years old, was referred to the writer by Dr. Win- 
chester, of Charlotte, North Carolina, with the his- 
tory of having inspired a scarfpin four days pre- 
viously. The patient, while holding his little niece 
on his lap, grasped with his teeth the head of a 
scarfpin which she had placed in his mouth. Just 
at this moment he was compelled to cough and the 
pin slipped down between the vocal cords and 
stopped in the right bronchial tube with the head 
down. He had experienced little or not inconveni- 
ence from the foreign body except that on the 
sleeper the night before the movement of the train 
had prevented his sleeping on account of a sticking 
sensation in the right chest. An -+-ray picture 
taken in Charlotte showed the pin in the right bron- 
chus. That afternoon at the University Hospital 
the writer attempted to remove the pin under co- 
caine anesthesia. After a preliminary injection of 
morphine and atropine no trouble was experienced 
in passing the seven-millimeter bronchoscope. The 
pin was quickly located in the right bronchus with 
the point up and sticking in the mucus membrane. 
The writer reached for his forceps to remove it 
when the patient had a severe coughing spell and 
the pin disappeared. After searching for a while 
and not finding it, the writer thought it best to wait 
until the next morning when the patient would be 
fresh, and another x-ray would solve the mystery 
of the disappearance. The next day the patient 
decided he would take a general anesthetic for the 
second trial. The #-ray picture showed the pin 
in about its original position. After the patient 
was anesthetized, the nine-millimeter bronchoscope 
was easily passed through the large separable spec- 
ulum and between the cords with the head straight 
on the table. The speculum was removed, and the 
head pulled over the end of the table in the “Boyce 
position.” In passing the tube down in the trachea, 
the cough reflex was troublesome, probably from 
the irritation set up by the tube the day before, 
and cocaine had to be used frequently. For the 
same reason and despite the use of atropine, secre- 
tions gave much trouble. Finally, however, the 
bronchus was entered and the pin located, the point 
sticking in the wall of the bronchus as the day be- 
fore. Prau’s forceps with a straight foreign body 
tip were introduced and the point of the pin pushed 
down to disengage it from the wall. It was then 
a simple matter to seize the point and to pull the 
pin up into the bronchoscope, which proved too 
small for the pin to pass through, so tube, pin, and 
forceps were pulled out together. After extraction 
the pin measured three and an eighth inches long. 
The patient made an uneventful recovery and three 
days later returned to his home in South Carolina. 
The ease of passing the bronchoscope with the head 
straight in these two cases convinced the writer 
that the method was feasible and simple. Since 
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then he has used no other method in bronchoscopy. 
He is convinced that it, with the body elevated on 
cushions, will prove the simplest method for the 


beginner. 
(To be continued.) 


SURGERY IN HOMES BY THE GENERAL 
PRACTITIONER.* 
J. E. Garrison, B.S., M.D., 
BIRMINGHAM, ALA, 


In this day of accessibility to hospitals and in- 
firmaries most doctors are very prone to feel that 
the success of any operation is to a degree depend- 
ent upon such treatment as may be received in an 
institution equipped for their every need. This, to 
a certain extent, incapacitates some physicians from 
doing certain operations in the patient’s home, while 
others simply for their own convenience do not 
care to do any kind of an operation outside of in- 
stitution walls. On the other hand, there are in- 
numerable patients who would submit to operative 
procedures if their physician would handle the case 
at the residence of the patient, when elsewhere 
they will not have it done at all. Many people 
still have a fear of hospital entrance which cannot 
be argued away. 

It is a matter of common knowledge to any gen- 
eral practitioner that there are in his clientele dozens 
of women, for instance, with lacerations of perinei, 
cervices, etc., who would probably agree to plastic 
operations if the physician would do the work at 
the patient’s home. Some will readily go to a hos- 
pital; many who are able to go will not, and many 
are not able financially. Many will not go at all. 

The term “general practitioner” in this article is 
meant to imply that the physician handles every- 
thing that comes to him—from a colic, or obstetrics, 
or gonorrhea, to an amputation or a laparotomy. 

The average physician upon graduation may not 
be inclined nor feel competent to attempt some 
forms of surgery that may not be considered emer- 
gency in nature, and therefore refers many of his 
cases to some doctor who has access to a hospital or 
infirmary. In some cases the man to whom the 
patient was referred has been known to forever 
after retain the patient in his practice. 

If the general practitioner cares to handle these 
non-major cases, the vast majority of them can be 
treated with surprisingly good results in the pa- 
tient’s home, and without trained nursing, if the 
patient prefers for financial or other reasons not 


*Read before the Jefferson County, Ala., Medical Society, 
March 9, 1914. 


to enter an infirmary. This is not to be construed 
in any sense as an argument against hospital care. 
It is only to show that everything is not dependent 
upon it, and that the general practitioner can add to 
his usefulness and income without detriment to 
the interest of his patient. 

If the general man feels “shaky” about his 
knowledge, he has as much access to his anatomy, 
works on operative surgery, etc., as any one else 
had to the same information. In fact, he should 
be absolutely sure, if possible, of what he is going 
to do, and to this end it is advisable for him to 
take post-graduate courses in operative work that 
he may the more successfully attempt this prac- 
tice. The patient who prefers to have some sur- 
gical intervention done at home is just as much 
entitled to have a first-class operation as is the 
better situated patient who can afford all the luxu- 
ries and conveniences of a private infirmary com- 
bined with the skill of an expert. Therefore, this 
paper is not advocating the attempt to do work by 
incompetents, but just the contrary. -Any doctor 
can prepare himself to do this work if he will fol- 
low the outlines given above. 

Any physician who has handled a large mining 
camp practice knows the great number of serious 
injuries the miner receives, and the success in treat- 
ment achieved in these cases—the vast majority of 
which never darken the door of a hospital. There 
are even many major amputations done by the gen- 
eral man in the country with brilliant success which 
are never heard of by his more fortunately situated 
city brother. Frequently emergency laparotomies 
are done by the general man in isolated regions, 
especially for gun-shot wounds, where a wait for 
trains to convey the patient to a city institution 
would spell disaster. 

With a White dental foot drill, using the ordi- 
nary dental burrs, many cases of open fractures 
have been wired with marked success. Those who 
have used the dental drill for this purpose will 
probably agree that it is a far better instrument for 
the purpose than the ordinary hand bone drill, and 
in some instances it has even been used in trephin- 
ing the skull. 

Among the large number of surgical procedures 
which the general practitioner can do as success- 
fully at the patient’s home as in a hospital may be 
mentioned the following: 

All trachelorrhaphies and perineorrhaphies, all 
dilatations and curettments, paracenteses abdominis 
for acites, most amputations of extremities which 
involve parts of the arm below the shoulder joint, 
and of the lower extremity below the knee, opera- 
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tions for hemorrhoids and fistulae, buboes, exci- 
sions of Bartholin glands and most other accessible 
adenectomies, including tonsillectomies and ade- 
noids, circumcisions, operations for small accessible 
aneurisms, a great many lipomas, harelips, emer- 


gency enucleations of the eye, certain kinds of 


minor orthopedic corrections, amputations of the 


cervix uteri, correction of bipartate uteri, most of 
the major kinds of simple closed fractures, para- 


centesis of the bladder when an imperforate stric- 
ture suddenly interferes, removal of foreign objects 
from any portion of the body, various lacerations, 
removal of many kinds of accessible polypi, all ob- 
stetrical operations which do not involve mutilation 
of the mother. 

The educational preparation of the physician has 
already been referred to above. If the case is not 
an emergency one, and permits the doctor to ap- 
point an hour for operation, as, for instance, a 
perineorrhaphy (and, by the way, the woman is 
most often the subject for all these operations), 
the patient should be very thoroughly examined— 
heart, lungs, blood, urine, etc.—and, if necessary, 
built up with the requisite treatment. The day 
before the operation a printed card should be left 
with the patient or some responsible member of the 
family, on one side of which is detailed the follow- 
ing matter: 

OPERATION. 
To-morrow Morning at 8 O'clock. 
For Nurse: 


(Check each order as it is complied with.) 
To-day: 
Prepare room by removing all surplus furniture. 
Wipe carefully the ceiling and all the walls with 
a dry cloth. 
To-night: 
Clean windows and doors and their facings with 
a damp cloth, using soap and hot water. 
Do not sweep, but clean floor with a mop, using 
soap and hot water. 
To-morrow morning: 
Have ready at 8 o'clock: 
Covered gallon bucket of water that has cooled 
after boiling. 
Covered gallon bucket of boiling water. 
Dishpan of boiling water. 
In operating room have: 
Fountain syringe. 
Four straight, plain chairs. 
One small center table. 
Three bowls or granite wash basins. 
One bar toilet soap. 
One small tub or slop jar. 


One quilt. 

Two sheets. 

Twelve towels. 

One kitchen table or ironing board with legs. 
One hammer and four small nails. 


On the reverse side of this card should be printed 
the following matter, which is for the patient's per- 


sonal attention: 
OPERATION. 
To-morrow Morning at 8 O'clock. 
For patient: 

(Check each order as it is complied with.) 
To-night: 

Early light supper. 

Full body bath, and, if the patient is a woman, 

hot douche of plain water. 

Salts or oil three hours after supper. 
To-morrow morning: 

No breakfast. 

Warm soap suds enema, and, if the patient is a 

woman, hot douche of plain water. 

Bathe privates, thighs and buttocks. 

Have on clean gown only. 

Each article specified above suggests its use. 

A printed diet card with the special diet for each 
patient indicated thereon should be given to the 
member of the family or other person who is to 
act as nurse. This minimizes chances for error to 
occur on this score. 

The morning hour is selected for these opera- 
tions because it gives the patient all day to recover, 
and there is much less liability of the doctor having 


_to be recalled during the night. 


The bed may be left in the room where the oper- 
ation is to be done, provided it is not stirred up, 
and that the room is large enough otherwise. 

When the physician arrives next morning he has 
with him his antiseptics, sterile dressings, etc., and 
his instruments collected together the night before 
and tied in a towel. Upon reaching the house, 
which should be at least half an hour before the 
time appointed for the operation, he places the tied 
instruments in the dishpan of boiling water for the 
half hour. Special sterilizers are unnecessary. 

The patient is invariably given as a routine an 
injection of morphine, atropine, and strychnine. 
Whether the strychnine is of any benefit or not, 
its administration does no harm. It is suggested 
that this practice may be empirical, however. There 
is no denying that this preliminary treatment cer- 
tainly does allay dread on the part of the patient, 
and allow a chance for sleep or rest, and freedom 
from pain for some time after the operation is com- 
pleted. 
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Ether is probably the anesthetic of choice for a 
home operation, on account of its cost, ease of ad- 
ministration, and its great safety. The anesthetist 
ought to arrive a few minutes before the time des- 
ignated for the operation, giving the patient an 
opportunity to get acquainted with him. The pa- 
tient may be anesthetized on the bed or on the 
table, as is more convenient. Under no circum- 
stances should either physician be late, because fre- 
quently the patient will for that account postpone 
the operation, and perhaps not have it done at all. 


The doctor prepares himself during the admin- 
istration of the anesthetic, and the patient, after 
she is on the table in the usual manner for the op- 
eration, but wants to bear in mind that operations 
done in the patient’s home must necessarily be at- 
tended with more dependence upon continuous use 
of antisepsis during the operation than upon asep- 
sis. With this idea constantly uppermost he will 
experience very little trouble in readily adapting 
himself to the situation, and soon learn to like the 
work in this field. 

By using leg holders there is no need of having 
more than three people in the room identified with 
the operation—the anesthetist, the physician, and 
the person who is to assist him. In many cases this 
assistant could be the doctor’s wife. In almost 
every neighborhood there is always some woman 
who is rather anxious to be considered able to help 
in operations, and the physician can give her work- 
ing instructions as to what is meant by being sur- 
gically clean, and it is surprising how quickly this 
woman will take to the work. There is hardly ever 
any need of having a graduate nurse for the as- 
sistant, though it is more convenient. Of course, 
it is better to have a regular assistant on account of 
having someone able to anticipate the wants of the 
operator. Even an emergency abdominal opera- 
tion in the country can be done with just three per- 
sons. For the class of operations listed in the be- 
ginning of this paper there is absolutely no need 
for more than the anesthetist, the operator, and 
the assistant. 

The conclusions herein are derived from a series 
of these operations covering a period of ten years, 
and embracing nearly one thousand of the various 
operations combined. In the series referred to 
there were seven emergency gun-shot wounds of 
the abdomen which were operated upon in the 
country. 

The mortality rate in operations done in the resi- 
derice has been zero, except that of the seven ab- 
dominal gun-shot cases three died. 

1626 South ELEVENTH AVENUE. 


PRACTICAL PROCTOCLYSIS. DESCRIP- 
TION OF A SIMPLE APPARATUS. 


M. Iversen, A.M., M.D., 
STOUGHTON, WIs. 


- Proctoclysis is a method more or less familiar 
to all of us and very little that is new is likely to 
be presented. To me this subject has been of great 
interest since its inception, and I have utilized the 
procedure extensively. I am fully convinced that 
we do not employ it enough. I attribute the good 
results in my abdominal operations to the employ- 
ment of Fowler’s position, abundant drainage 
wherever indicated, and to proctoclysis. 

I usually employ normal salt solution (0.6%) as 
recommended by Murphy, using up to ten pints, 
and then I drop to half normal solution, since it 
has been shown by T. Lawson (1908) and by 
H. H. Trouth (1912) that tap water is absorbed 
as readily as if not more readily than a saline solu- 
tion without any deleterious results. An excess of 
sodium chloride is harmful as is evidenced by drop- 
sical changes in the tissues. In nephritis I use tap 
water only, as salt seems to interfere with the secre- 
tion of the kidneys. Murphy states that “this is 
worthy of consideration when we realize that the 
patient receives three and a half thousand to nearly 
thirty thousand grains of salt every twenty-four 
hours, depending on the manner of preparation, 
when being forced on an average of eighteen to 
twenty-four pints in twenty-four hours.” Trouth 
states that tap water relieves thirst better than salt 
solution, and some of his patients stated that they 
could taste the salt whenever the saline was re- 
sorted to. I have found that unheated water of 
room temperature is readily absorbed from the rec- 
tum. It is particularly effectual and harmless in 
fever cases, for we know that cold water by the 
mouth is relished much more than hot water, no 
matter how sick the patients are, and especially is 
this true when they have fever. Many collapse 
cases that have icy cold extremities accompanied 
by cold perspiration will on examination be found 
to have high rectal temperature. Why aggravate 
such a condition? The indication is to draw the 
blood and heat to the surface and to the extremi- 
ties and this must be accomplished by means other 
than proctoclysis. 

Proctoclysis is nearly always administered by the 
drop method at the rate of about sixty drops per 
minute. It has been found that when a greater 


amount is given at one time, even with intervals of 
rest, the rectum soon becomes intolerant and ex- 
pels the liquid so that the whole treatment must be 
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abandoned. When the rectal temperature is sub- 
normal, no amount of heat by proctoclysis at the 
rate of sixty drops per minute can possibly be ef- 
fected. Drainage cases will take much more water 
so long as the drainage is effective. By combining 
drainage and proctoclysis the peritoneum and even 
a curetted uterus is made to exercise a secreting 
function instead of absorption. In order to obtain 
the best results in proctoclysis it should frequently 
be combined with hypodermatoclysis and venous in- 
fusion, as in cases where we wish to prevent throm- 
bosis, in anemic or sclerotic patients or patients in 
a run-down condition. In such cases it is best to 
perform hypodermatoclysis on the table as soon as 
the patient is under: the anesthetic, giving one to 
three pints, and after the operation give a rectal 
injection of one quart while the patient is still on 
the table. Proctoclysis. may then be begun one 
hour or so later, after the patient has been put to 
bed. Such treatment will tend to prevent or eradi- 
cate shock. 

I have used proctoclysis in a great variety of 
cases. In puerperal fever and toxemia, in infec- 
tions such as typhoid, pneumonia, scarlet fever, and 
in alcoholism where the quiet muttering delirium 
had set in. Also after abdominal and gynecologi- 
cal operations, especially if there was suspicion of 
ileus or of infection, or when hemorrhage had oc- 
curred, the individuals ranging from infancy to 
extreme old age. 

I have also resorted to proctoclysis for the pur- 
pose of rectal feeding by adding one to two table- 
spoonfuls of Trommer’s malt extract with diastase 
to each pint of water. During the past summer I 
had an adult subsist during the first week follow- 
ing an operation for volvulus of the signoid, on this 
alone, until normal nutrition was reéstablished. Of 
late the drop method has been used very success- 
fully in Germany in the form of intravenous infu- 
sion (M. Friedman, Munchen, med. Wochnschr., 
May, 1913) in thirty cases. Friedman gives from 
forty to 100 drops a minute continuously for eight, 
ten, and even twenty-four hours to support the 
patient until he has passed the crisis and reaction 
has set in. In threatening or desperate cases where 
other methods of infusion act too slowly or are 
unreliable, he adds alternately one grain of digalen 
or adrenalin solution every hour or two. Others 
have applied Murphy’s method through the appen- 
dix after doing an appendicostomy (N. E. Allen, 
J. A. M. A., 1910). In Murphy’s Clinics of Octo- 
ber, 1913, is an account that he gave 0.6% solution 
of calcium chloride by proctoclysis to a jaundiced 
woman for the purpose of aiding coagulation of 


the blood so that an operation could be performed. 
The drop method has also been used for giving sal- 
varsan by the rectum. So universal has the use 
of proctoclysis become that one can hardly take 
up a medical journal without reading something 
about it. 

At a meeting of the American Medical Associa- 
tion in 1904, Murphy explained his method, and in 
1906, Le Conte (Annals of Surgery) drew atten- 
tion to the wonderful results he had observed in 
Murphy’s clinic. The apparatus was composed of 
a so-called fountain syringe, a large rubber tube, 
and a vaginal tip. It was quite primitive and 


Fig. 1. 


operated by static pressure. On August 17, 1907, 
Moynihan described a similar apparatus in the 
London Lancet. It was difficult for the nurse to 
handle and the bed was frequently soiled as a re- 
sult. On April 18, 1908, G. B. Lawson published 
an account of his “regulator,” which consisted of 
a medicine dropper fitted to the barrel of a glass 
syringe. This has been modified by many and was 
the original idea of the drop method that made the 
Murphy proctoclysis practical. 

Macalpine (Lancet, June, 1908) described a 
very complicated apparatus by which he could warm 
the liquid on a small stove heated by an automatic 
lamp, and also count the drops as they fell into the 
funnel. He calculated that when Moynihan called 
for one pint an hour, he meant ninety drops per 
minute. Now, sixty drops per minute is thought to 
be about right. Dr. O. H. Elbert, of St. Louis, 
invented an electric unit through which he ran the 
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tube close to the rectum, delivering the saline solu- 
tion warm. We now have several other heating 
devices. In the J. A. M. A., April 17, 1909, Mur- 
phy published a drawing of his above-mentioned 
primitive apparatus which did the work as well as 
any until then. B. B. Wecksler, J. A. M. A., added 
a can surrounding it and containing hot water. In 
March, 1909, G. Y. Saxon arranged a similar con- 
trivance and his apparatus afterwards sold for 
$12.00. He also insulated his tubes with asbestos 
and regulated the flow by a pinch-cock. All these 
seemed too artistic and complicated to me. All had 
a tendency to make the apparatus expensive and 
cumbersome. 

Some were of the opinion that it was very im- 
portant to keep the solution in the can constantly 
hot. In October, 1909, Harlein (J. A. M. A.) 
and I. M. Garrat (J. A. M. A.) reported the use 
of their vacuum bottles, the former an inverted one, 
the latter an upright one. A modification of Har- 
lein’s, mounted on legs, by P. Magnuson (Surg., 
Gynec. and Obst. February, 1910), sells for 
$12.00. He added a thermometer near the anus, 
and no doubt discovered that the water reached 
the anus quite cool. P. Wroth (Surg., Gynec. and 
Obst., November, 1909) took up the discarded fun- 
nel method, but ran his tube practically between two 
hot-water bags near the anus. The Meinicke sa- 
line solution heater of 1914 is based on this prin- 
ciple. It is the latest addition to the proctoclysis 
armamentarium, so far as I am aware. It is a 
metal fountain syringe with a metal tube through 
which the rubber tube is drawn. 

I have tried for several years to perfect an appa- 
ratus that would embody the correct scientific prin- 
ciples in a practical, simple form, and in June, 
1909, I published my first report in the Journal of 
the American Medical Association, This appa- 
ratus was tried out by Dr. John B. Murphy and 
he reviewed it in the yearbook for 1910, and, ac- 
cording to Sharp and Smith, he uses it now in the 
Mercy Hospital. However, I have again improved 
it so that to-day it is a more simple, practical, and 
durable yet scientifically accurate apparatus. “The 
more simple the appliance the more practical it will 
prove” (Murphy). 

My apparatus (Fig. 1) consists of a can with a 
spout in which two stopcocks are successively at- 
tached, one for starting or stopping the flow, the 
other for dividing it into drops. After the latter 
is set it is unnecessary to resort to any adjustment 
again, as the flow can be stopped or started by the 
frst cock at any time. Next to the cocks there is 
a return pipe, the hollow handle of the can, for the 


relief of back pressure of gases or of liquid. My 
two-way dropper (Fig. 2) is connected to the spout 
by rubber tubing. The regulation of drops by all 
former apparatus was difficult on account of the 
back pressure which caused the drops to be irregu- 
lar and even stopped them entirely at times. In 
the central diaphragm of my dropper is a tube run- 
ning downwards for the drops, and one tube run- 
ning upwards for the gases. This eliminates the 
back pressure, and the drop flow constantly and 
regularly, to the great relief of all concerned. It 
also eliminates one of the rubber tubes. I have 
found this dropper of great efficacy and a trial by 
some of the most prominent surgeons with large 
experience with the methods of proctoclysis has 
won for the dropper their enthusiastic endorsement. 

When the apparatus is in use the dropper should 
never hang higher than fifteen inches above the 
arms of a grown person, so that an excess of hydro- 
static pressure of fifteen inches can be observed 


Fig. 2. 


at once by the liquid backing up in the dropper. 
When this occurs, the flow should be stopped tem- 
porarily, as experiments have shown that the larg- 
est hydrostatic pressure that can be comfortably 
borne by the rectum without revolt is fifteen inches. 
More than that will cause the tip to be expelled 
and the liquid discharged into the bed. The pa- 
tient soon learns to watch the dropper and to call 
the nurse when he sees the solution back up. The 
drops should be adjusted to flow about sixty per 
minute and about one pint should be given per 
hour with one intermission after every two hours. 
“Less than eight pints in twenty-four hours is of 
little use” (Murphy). 

I use a rectal tip (Fig. 2) with an aluminum 
head with a number of large holes in it, and insu- 
lated by rubber outside of the anus. The bulb is 
automatically retained above the internal sphincter 
and is not easily expelled. When the liquid is 
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started warm, at about 120° F. in the can, it can- 
not very well fall much below the temperature of 
the room, the bed, and anus. The metal bulb rap- 
idly assumes the temperature of the rectum and 
dispenses the drops at that temperature, a tempera- 
ture which is undoubtedly least irritating. When 
only sixty drops per minute are given the amount 
of heat furnished or withdrawn from the patient, 
as the case may be, is negligible, and one need not 
give any further thought to heating the liquid ex- 
cept in cases of subnormal temperature of the rec- 
tum, where every possible precaution must be exer- 
cised. In such cases I place a drop-light of sixteen 
candle-power or one of these electric contrivances 
for boiling water in a tumbler into the can and run 
the rubber tubing between two hot-water bags 
placed near the anus. In such cases the new Mein- 
icke saline solution heater might prove serviceable. 
The body temperature and the circulation must be 
sustained by other more energetic means, such as 
strychnin, adrenalin, hot-water bags, and _ brisk, 
long-continued rubbing under blankets. 

The advantages of this apparatus are: 

1. It relieves back pressure on the drops and by 
permitting the escape of gases gives comfort to 
the patient. 

2. The drops may be regulated; they may be in- 
spected, counted, started, and stopped immediately 
without interfering with the regulator after it is 
once set. 

3. The hydrostatic pressure can be controlled and 
excess pressure prevented. 

4. The tip may be left in the rectum continu- 
ously for the relief of gas pains. 

5. If it is desired to run a full stream the liquid 
will run through both tubes in the dropper, making 
its removal unnecessary. This makes the apparatus 
practical as a douche or enema container. A drop- 
per with only one opening would not give volume 
enough and would therefore have to be removed 
when a number of ounces of fluid is to be given 
during a short period of time. 

6. It prevents soiling the bed to a great extent. 

7. It may be suspended from the bed, from a 
nail, or it may be placed on the bed table. It mat- 
ters not where it is placed so long as the dropper 
is not situated more than fifteen inches above the 
level of the anus. 

We observe, therefore, that the apparatus as it is 
to-day is durable, cheap, simple, practical, and sci- 
entifically correct. It may be used for all regular 
and emergency purposes, as an instrument for proc- 
toclysis, douche, irrigation, enema, hypodermato- 
clysis, intravenous ‘infusion, etc. A hospital will 


need only one set of cans and the practicing physi- 
cian may utilize one can for all his work. Such an 
addition to our armamentarium is, I think, bound 
to still further popularize Murphy’s drop method 
of proctoclysis. 

STouGHTON SurcicaL HospIitAt. 


THE USE OF THE SPHYGMOMANOMETER 
CUFF IN VEIN-TO-VEIN TRANS- 
FUSION. 
E. P. M.D., F.A.CS., 
BisMARCK, N. D. 


Direct arteriovenous transfusion has several dis- 
advantages. Among these may be mentioned the 
following: The necessity of sacrificing an artery 
(usually the radial) in the donor. In order to pre- 
pare a deep-seated artery it is frequently necessary 
to make a very long incision and deep intermuscu- 
lar dissection. Nerve filaments form a close net- 
work about the arteries and larger nerve fibers are 
frequently in such close relation to the artery that 
the necessary dissection under local anesthesia may 
become quite complicated. Branches from the ar- 
tery demand careful ligation, often leaving knots 
in situations where they may interfere later in the 
establishment of the anastomosis, or the knots may 
slip off and cause bothersome bleeding. The ar- 
tery may be in a state of vasoconstriction, which 
diminishes the lumen greatly and favors stasis and 
clotting at the place of anastomosis, and we have 
no effective means of overcoming this constriction. 

In a vein-to-vein anastomosis these objections are 
largely obviated, and it presents as a whole a less 
delicate and less time-consuming operation. The 
possibility of any transfusion depends upon the dif- 
ference in blood pressure in the blood-vessels used 
in the donor and in the recipient. In a simple 
vein-to-vein anastomosis this difference is much 
less than in arteriovenous anastomosis. Soresi for 
this reason advocated vein-to-vein anastomosis from 
the donor’s arm to the recipient’s external jugular, 
where the pressure is almost nil. A more service- 
able method is the application of a tourniquet about 
the arm of the donor. This will cause the veins 
of the forearm to distend with a pressure equal to 
that of the brachial artery, if the tourniquet be 
accurately applied. 

After having sacrificed the radial artery in a 
few cases of transfusion and having, besides, ob- 
served the other disadvantages mentioned above, I 
concluded to attempt a vein-to-vein anastomosis. 
The donor was a powerful man with large and 
prominent subcutaneous veins on the forearm, and 
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the recipient an almost exsanguinated hemophiliac. 
The posterior ulnar veins were chosen in both pa- 
tients. A Brewer’s glass cannula dipped in hot 
albolin was used for the operation, and adjusted 
into the veins. In order to raise the pressure in 
the donor’s veins, it occurred to me that a pneu- 
matic and controllable cuff about the arm might be 
more satisfactorily managed than the usual elastic 
bandage. A sphygmomanometer cuff was there- 
fore applied around the upper part of the arm and 
inflated to a degree just short of shutting off the 
radial artery. All the veins of the forearm became 
greatly distended, including the one used in the 
anastomosis. A temporary withdrawal of the can- 
nula from the vein of the recipient demonstrated a 
steadily flowing blood stream of great volume and 
force. The transfusion was rapidly and satisfac- 
ily finished. 


I have now had occasion to perform transfusion 


four times (two in one patient) by this method, - 


and I have adopted the following general plan of 
procedure. The two patients are placed on prop- 
erly cushioned operating tables with their feet in 
opposite directions. The left forearm of the donor 
is made to come in contact with the left forearm of 
the recipient on a padded board connecting the 
heads of the two tables. A sphygmomanometer 
cuff is placed about the upper part of the donor’s 
arm and the blood pressure read. After aseptic 
preparation the posterior ulnar vein of the donor 
is dissected out by an assistant while a suitable 
vein is being similarly prepared on the recipient. 
The latter vein should be chosen nearer the elbow 
and more ventrally on the forearm (the anterior 
ulnar). The elbows are approximated and the two 
forearms are held up by an assistant, each at a 
right angle from the arm. The cannula is then in- 
serted into the vein of the donor and tied in with 
catgut. The assistant compresses the vein against 
the muscles with a finger which relaxes every few 
seconds, allowing an instant of free flow to insure 
against clotting. The recipient’s vein is opened and 
the other end of the cannula inserted. Both veins 
are tied loosely over the cannula with one double 
catgut slipknot which can be loosened quickly and 
later retied should it become necessary to inspect 
the flow or exchange cannulae. When this must 
be done each vein is gently compressed with a fin- 
ger. Warm albolin is applied to all exposed tis- 
sues repeatedly during the operation. The sphyg- 
momanometer cuff is now inflated until the index 
shows a pressure of ten or fifteen less than that 
previously ascertained to be the arterial pressure. 
All the veins of the forearm become greatly dis- 


tended and a strong and steady stream is forced 
through the cannula. By carefully watching the 
veins at each end of the cannula it is not difficult 
to learn whether the transfusion is progressing sat- 
isfactorily or not. 

After the transfusion has been successfully es- 
tablished it will become necessary to advise the as- 
sistant who manipulates the sphygmomanometer to 
vary the pressure from time to time in order to 
keep up the maximum tension within the vein. For 
best results, the inflation of the sphygmomanometer 
should strike the theoretical point where all veins 
are shut off and the brachial artery is left open. 
This would mean an even flow of blood through the 
cannula corresponding in volume to that of the bra- 
chial artery. The donor must be carefully and con- 
stantly watched and placed in Trendelenburg posi- 
tion immediately if this rapid loss of blood causes 
faintness or beginning of shock. 

I believe that this steady and voluminous venous 
flow of blood is of distinct advantage over arterial 
transfusion in being less apt to cause clotting and in 
shortening the time of transfusion. Besides, it 
overcomes the other objections mentioned at the 
beginning of this article. For raising and controll- 
ing the venous pressure in the donor, the pneu- 
matic sphygmomanometer is a most convenient and 
practical instrument. 


To Firnp GoNnococcl IN THE FEMALE. 


A common mistake in examining the secretion in 
the female is to take it from the vagina, which is 
full of organisms of all sorts. The three points 
from which secretion should be obtained for ex- 
amination are: the cervix, the urethra, and Bar- 
tholin’s gland. Gonococci are more likely to be 
present if the secretion be obtained just after the 
cessation of a menstrual period or as the lochia is 
beginning to diminish after the emptying of a preg- 
nant uterus. If difficulty is encountered in demon- 
strating the organism in a suspicious case, slight 
traumatism to the points from which the secretion 
is to be obtained and the taking of the smears 
twenty-four hours later will sometimes result in 
more organisms being present in the discharge and 
thus facilitate their demonstration. A similar re- 
sult may be obtained by a chemical irritation, such 
as the application of a strong solution of silver 
nitrate and the examination of the increased secre- 
tion thus produced—Cuartes C. Norris in the 
Long Island Medical Journal. 
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THE AMERICAN JOURNAL OF SURGERY 
QUARTERLY ANESTHESIA SUP- 
PLEMENT. 

Recent years have been marked by some im- 
portant contributions to the theory and, especially 
to the practice of surgical anesthesia as, for ex- 
ample, the introduction of Meltzer’s intratracheal 
insufflation method and various mechanical devices 
for its employment, the oil-ether rectal anesthesia 
of Gwathmey, the intravenous injection methods 
for general and for local anesthesia. The next few 
years will no doubt see more innovations, for many 
men are working on various aspects of the sub- 
ject. The administration of anesthetics has, in- 
deed, become, in the cities at least, a specialty that 
is rapidly approaching the dignity of other surgical 
specialties; and several anesthetists’ societies have 
been formed here and abroad, for the exchange of 
experiences and the comparisons of methods. But 
there has lacked what is now quite needed for the 
further scientific development of this alongside the 
other departments of surgery—a journalistic me- 
dium and editorial mouthpiece. 

The AMERICAN JOURNAL OF SURGERY will be ex- 
panded to meet this need. Beginning with its Octo- 
ber issue THE JouRNAL will publish a 32-page Quar- 
terly Supplement devoted exclusively to anesthesia 
and analgesia. This supplement will be a complete 
journal within a journal, containing editorials, con- 
tributed articles and communications, abstracts, 
transactions of societies and book reviews. 


The Supplement has been adopted as the of- 
ficial organ of the American Association of Anes- 
thetists and the Scottish Society of Anesthetists, 
and it wili publish also the transactions of other 
like societies. 

The editor of the Supplement will be Dr. F. 
HoeFFER McMeEcuan, of Cincinnati, one of the 
founders of the American Association of Anesthe- 
tists, a charter member of the New York Society of 
Anesthetists and a frequent contributor to sur- 
gical journals. His editorial associates will be se- 
lected among men of international reputation in this 
field. 

Primarily established as a medium for progres- 
sive anesthetists and their organization, this de- 
partment of THE JouRNAL is also intended to ac- 
tively serve the surgeon himself and to be a com- 
plete and reliable source of practical information for 
the large body of practitioners who include the 
administration of general and local anesthesia 
among their accomplishments. 

Further details concerning the Anesthesia Sup- 
plement will appear in the September issue—W. 
M. B. 


NURSES AS ANESTHETISTS. 

The administration of anesthetics forms an ex- 
ceedingly important part of surgical procedure. 
There has been a gradual tendency towards spe- 
cialization so that to-day anesthetists are recog- 
nized as specially trained and experienced indi- 
viduals. In many large hospitals, private and pub- 
lic, the function of administering anesthetics has 
been delegated to a non-medical person. 

The legal status of trained nurses, insofar as 
the administration of anesthetics is concerned, has 
not been defined by law. Almuth C. Vandiver 
(New York Medical Journal, May 30, 1914) calls 
attention to the fact that the public health statutes 
do not specifically authorize nurses to administer 
anesthetics nor indeed is there any direct prohibition 
against this activity by nurses. Equally important 
is the fact that there appears to be no legal decision 
of the courts deciding that the administration of 
anesthetics by nurses constitutes the practice of 
medicine. While the technic of anesthetising has 
not been recognized generally in training schools 
for nurses, many nurses under private supervision 
have been fitted and qualified to administer anes- 
thetics without endangering the life or health of 
patients. 

The primary question to be determined is whether 
it be desirable to establish the legal status of nurses 
through legislative enactment so that they may be 
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authorized to serve as anesthetists. If such a pro- 
cedure be desirable, it will become incumbent upon 
the medical profession, through the hospitals, to 
afford nurses—all of them, in course, or some of 
them specially selected—such practice under super- 
vision as may be necessary to develop their effi- 
ciency in this phase of surgical assistance. It may 
be argued that a general medical training is essen- 
tial to develop a careful and efficient anesthetist. 
The practical answer is found in the experience of 
large hospitals wherein nurses have been very suc- 
cessfully employed as anesthetists. If practically 
their employment has been advantageous to the 
surgical service without in the slightest degree en- 
dangering the patients, it is difficult to maintain that 
nurses with a lack of medical training cannot be 
efficient anesthetists. 

From the standpoint of medical economics, there 
is naturally objection to the preemption of any 
part of medical work by others than physicians. In 
the development of social progress, however, the 
welfare of the community alone is considered and 
the particular disadvantage to any particular pro- 
fession receives but little consideration. At the 
present time, it is safe to say that the work of 
anesthesia belongs to the medical profession. If 
nurses are to be given this field of work, it is 
because surgeons desire them to occupy it and are 
willing to give them the advice, training, super- 
vision and direction necessary to enable them to 
master this important branch of work. 

There is little necessity for arguing with legis- 
latures nor for blaming the community when the 
solution of the entire problem is distinctly in the 
hands of the profession itself. There is only one 
question involved: “Do surgeons desire nurses to 
administer anesthetics?” If the answer be in the 
affirmative, the laws should be altered so as to 
include the administration of anesthetics within the 
activities delegated to the nursing profession. If 
surgeons are opposed to nurses as anesthetists, no 
legislation is necessary. It merely remains with 
the profession to discontinue the use of nurses in 
this capacity and to discourage their employment 


in hospitals, private institutions and private prac- 
tice.—I. S. W. 


DR. CRILE AGAIN HONORED. 

The latest of the many recognitions this year be- 
stowed upon Dr. George W. Crile is the 1914 
American Medicine gold medal, conferred upon 
him as the American physician who, in the judg- 
ment of the trustees of the award, has performed 
the most conspicuous and noteworthy service in the 


domain of medicine and surgery during the past 
year. 

Monumental was Crile’s work in the establish 
ment of a safe method of blood transfusion. 
Equally large in effort and dignity are his very 
important contributions to our knowledge of shock. 
His development from them, more particularly from 
his kinetic theory of “anoci-association” methods 
in operating, is the particular achievement that has 
singled him out this year for various conspicuous 
honors here and abroad. Whether or not his teach- 
ings concerning shock and his anoci-association 
procedures will be as lasting additions to medicine 
as blood transfusion, these honors were fairly won. 
—W. M. B. 


Surgical Suggestions 


In typical abdominal hysterectomy only three 
ligatures on each side are needed, viz., the ovarian 
vessels, the round ligament, and the uterine vessels. 


Bilateral inguinal herniae that pop out on cough- 
ing and immediately recede when the patient is re- 
cumbent are usually direct. 


Bones, like the tissues, are intolerant of foreign 
bodies. Don’t be too enthusiastic in recommending 
metal plates or screws for fractures if non-opera- 
tive treatment or the application of a bone graft 
gives promise of success. 


The “pneumonia” that occurs as a post-operative 
complication is quite different in several respects 
from primary lobar pneumonia and especially in the 
prognosis. 


Do not be too sure that a small breast tumor is 
not caricerous because the patient is young. Such 
a small tumor even in the breast of a young virgin 
is sometimes scirrhus. 


If a patient with esophageal obstruction can pain- 
lessly swallow fluids, gastrostomy will increase his 
discomforts but not his nutrition. 


As a rule the nature and consequences of a con- 


templated gastrostomy or colostomy for carcinoma 
of the esophagus or the rectum ought to be clearly 
explained to the patient himself. Many individuals 
would reject such temporary palliation, the employ- 
ment of which without the patient’s consent is jus- 
tified only by complete obstruction. 


Avcust, 1914, 
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Ira S. Wile, M. D., Department Editor. 


Lower Morta.ity Rates. 


The general tendency towards lowering the mor- 
tality rate is well exemplified in the data made avail- 
able by the United States Department of Census 
since 1880. From a rate of 19.8 per thousand pop- 
ulation in 1880 the mortality rate has fallen to 13.9 
during 1912. This decrease is not due to any pecu- 
liar conditions within the United States, but is rep- 
resentative of the general and steady decrease in 
the death rate which is prevalent throughout the 
civilized world. 


1900 1911 
England and Wales ............ 18.2 14.6 


Nearly two-thirds of the population of the United 
States is now included in the registration areas, 
wherefore there is greater reliability in the figures 
compiled for this country. 

The mortality rate in the cities for 1912 was 14.9 
and for the rural districts 13.9. The annual aver- 
age from 1901 to 1905 was 17.4 for the cities as 
opposed to 14.1 for the rural districts. It is signifi- 
cant that the mortality rate in the rural districts 
manifests little decrease. 

Practically the entire reduction of the death rate 
of the country is due to the lower mortality in the 
cities. This is readily explained by the immense 
improvement in municipal sanitation and hygiene 
together with the increased attention that is being 
given to lessening the stress and strain of city life 
through improved housing facilities, increased hos- 
pital and dispensary facilities, and a more adequate 
attention to the social and hygienic needs of the 
urban community. 

The most marked improvements in the death rate 
are evident in the preventable diseases. 


DEATH RATE PER HUNDRED THOUSAND POPULATION. 


1900 1912 
Diphtheria and Croup .......... 43.3 18.2 
Diarrhea and enteritis, infants un- 
der two yeaTS........0sceeees 108.8 70.3 


_ This decrease is an evidence of noteworthy effects 
from the campaign of popular education and legis- 
lative enactment. 

On the other hand, cancer has increased from 
63.0 to 77.0; cerebral hemorrhage (apoplexy), 67.5 
to 75.7; organic diseases (endocarditis), 123.1 to 


151.2; nephritis (Bright’s disease), 89.0 to 103.1. 
It is patent that these diseases, more common to 
the middle period of life, have advanced to such an 
extent as to warrant wholesale investigations into 
their etiology together with a widespread educa- 
tional movement for the purpose of spreading the 
present knowledge regarding the causative factors. 
The efforts to decrease the mortality from these 
last-mentioned diseases need to be enhanced through 
further investigation as to their specific origin in 
order to secure the most valuable prophylaxis. 

The evidences of improved medical and surgical 
treatment with improved hospital conditions is sug- 
gested by the decrease in death from purulent in- 
fection and septicemia to 2.7 in 1912; abdominal 
tuberculosis, 1.3; hernia and intestinal obstruction, 
11.9; gangrene, 2.7 ; amputation, less than 0.1; rail- 
road accidents and injuries, 13.6; street car acci- 
dents and injuries, 3.0; fractures (cause not speci- 
fied), 4.4. 

In brief, a review of the mortality figures for 
1912 is indicative of advances in medicine and sur- 
gery that should serve to quiet the opposition of 
those who are opposed to medical progress. The 
bookkeeping of the nation shows that the vast sums 
of money expended for medical and surgical insti- 
tutions have been well invested. The decreased 
mortality rate among preventable diseases repre- 
sents the dividends in human lives upon private and 
public investments. 


Nicut Work FOR WOMEN IN FACTORIES. 

The Appellate Division of the Supreme Court of 
New York State has upheld the New York law 
forbidding the night work of women in factories. 
It is probable that an appeal will be taken to the 
Court of Appeals. The importance of this deci- 
sion -in the Appellate Division is not to be over- 
estimated. 


The effect of night work upon women is dis- 
tinctly injurious. Loss of sleep, lack of life in the 
sunlight, irregular hours of eating, injury to eye- 
sight, together with an increased likelihood of acci- 
dents, combine as factors to decrease resistance to 
disease. The physical strains and moral stress 
further tend to undermine the general well-being of 
the women obliged to work and forced into the fac- 
tories to labor at night. 

The experience of the world is a general agree- 
ment that night work is opposed to the best inter- 
ests of the community. Fourteen nations have en- 
tirely prohibited the work of women during certain 
periods of the night by an international treaty which 
was signed by the representatives of Austria, Bel- 
gium, Denmark, France, Germany, Great Britain, 
Holland, Hungary, Italy, Luxemburg, Portugal, 
Spain, Sweden and Switzerland. Such work in this 
country has been prohibited in part by laws of 
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Massachusetts, Indiana, Nebraska, Pennsylvania, 
Oregon, South Carolina and Connecticut. 

In the Report of the New York State Factory 
Investigating Commission reference is made to the 
hard and physically exhausting work done by 
women in factories and there is recognition of the 
fact that “the nervous strain resulting from monot- 
onous -work and speeding up,. intensified by the 
piece-work system, when coupled with excessive 
length of working hours, can only result in under- 
mining the whole physical structure of the woman, 
lowering her vitality and rendering her easily sus- 
ceptible to the diseases that find their prey among 
factory workers.” In its opinion the first step in 
the right direction is to decrease the length of the 
working day for women, and it believes that a stat- 
ute is necessary to provide legally that no woman 
may be employed in a factory after a certain hour. 
While no specific recommendation was drawn, the 
commission felt that the most important factor to 
enable enforcement of laws as to the hours of 
women is some valid provision fixing a closing 
time. 

It is difficult to determine the actual effect of 
night hours upon women in terms of surgical con- 
ditions. From a recognition of the general phys- 
ical and moral hazard that is involved, together 
with a lack of hygienic conditions which exist in 
night occupations, it is apparent that night work of 
women plays a serious part in lessening their gen- 
eral health. To this extent, the law limiting the 
hours of women in night work at factories war- 
rants the cordial support of the profession. 


Book Reviews 


Traité Médico-Chirurgical de Gynecologie. By Mm. F. 
and Fétix Lrecneu. Octavo; 491 
drawings, black and white and in colors, in the text; 
Fourth edition revised and enlarged. Paris: Fertix 
Atcau, 1914. Price, $6. (30 francs.) 


This classic treatise appears in its fourth edition-as the 
most complete single book on gynecology in the French 
literature. The authors’ grouping of their material may 
well be followed as the most modern and rational classi- 
fication of gynecologic affections. The first part of the 
book embraces the general aspects of gynecologic disease; 
the second part treats of their special features. The 
grouping of the latter is based upon established facts of 
pathology. All the conditions are thus embraced under 
the headings, malformations, traumatism, acquired de- 
formities, infections and tumors. 

The abundant references to the most recent develop- 
ment in gynecologic pathology, in experimental pathology 
and biochemistry, the addition in the text of the latest 
accepted surgical operations, amply illustrated by 135 new 
figures, all serve to emphasize the value of the book not 
only to the student, but also to the specialist. One espe- 
cially noteworthy chapter is that on the complications and 
the sequele of gynecological operations, while another 


chapter is devoted to a study of the pathologic relations 
between the genital and the urinary apparatus. The im- 
portant question of radio-therapy in the treatment of 
fibromyomata and cancer of the uterus also finds ample 
place in the book. 


The International Medical Annual: A Year-Book of 
Treatment and Practitioners’ Index. 1914. ‘Thirty- 
second Year. Octavo; 716 pages; illustrated. New 
York: E. B. Treat anp Co. Price, $3.50 


The thirty-second yearly volume of this medical annual 
maintains the high standard set by the previous volumes, 
It contains excellent abstracts on the most important 
literature of the past year dealing with the treatment of 
medical and surgical conditions. 

In the section on therapeutics there is a special chapter 
by Profs. Von Noorden and Falta on thorium and its uses. 

It is only rarely that one finds a year-book made up as 
this one is of numerous abstracts, which the reader can 
pick up not merely as reference material, but as interest- 
ing reading. The literary style of the subject matter is of 
the best, so that the reader is not bored by the monotony 
so commonly found in collective abstracts. 

Although the contributors to this volume are almost 
all Englishmen, there is no partiality shown in the litera- 
ture abstracted, for French and German periodicals are 
well represented. 

The high class of the illustrations, of which there is 
a great number, also adds to the attractiveness of the book; 
while the completeness of the index, in spite of the alpha- 
betical arrangement of subjects, leaves little to be desired. 
As a handy book of reference for recent advances in 
medicine and surgery this book, for its size, can certainly 
not be surpassed. 


Blood-Pressure in Medicine and Surgery: A Guide 
for Students and Practitioners. By Epwarp H. Goop- 
MAN, M.D., Associate in Medicine in the University 
of Pennsylvania. Octavo; 226 pages; illustrated. New 
York and Philadelphia: Lea anp Fesicer, 1914. 


This little book will be found to contain a very good 
exposition of the present state of our knowledge concern- 
ing blood-pressure. After a brief description of the physi- 
ology of blood-pressure and the various instruments used 
in its determination, the author discusses the pressure in 
various disorders. The chapter dealing with hypertension 
in nephritis is particularly good and the newer views of 
renal disease, as put forth by the French school, are dis- 
cussed. The book is made particularly useful as a book 
of reference, as the titles of all articles referred to in 
the text are given as foot-notes. 


Progressive Medicine. Edited by H. A. Hare and L. F. 
AppLEMAN. Vol. II. June, 1914. 460 pages. Phila- 
delphia and New York: Lea & Fesicer, 1914. 


The volume contains reviews by W. B. Coley upon Her- 
nia; by J. C. A. Gerster on Surgery of the Abdomen; by 
John G. Clark upon Gynecology; by Alfred Hengel upon 
Diseases of the Blood, Diathetic and Metabolic Diseases, 
Diseases of the Thyroid Gland, Spleen, Nutrition, and the 
Lymphatic System; by Edward Jackson on Ophthalmology. 
These reviews maintain the high standard for which these 
numbers are noted. 


Books Received. 


Diseases of the Rectum and Colon and Their Surgical 
Treatment. By Jerome M. Lyncu, M.D., Professor 
of Rectal and Intestinal Surgery, New York Polyclinic; 
Attending Surgeon, Cornell Dispensary; Fellow of the 
American Proctologic Society, New York Gastro-En- 
terological Society, etc. Octavo; 583 pages; 228 en- 
gravings and 9 colored plates. Philadelphia and 
New York; Cloth, $5.00, net. Lea & Fesicer, Publish- 
ers, 1914. 
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Guiding Principles in Surgical Practice. By FREDERICK- 
Emit Neer, B.S., M.L., M.D., New York City. Small 
pages; New York; Surcery PUBLISHING 

0., 


Medical and paces Reports of the Episcopal Hos- 
pital, Philadelphia. Volume II. Edited by Asrtiey 
P. C. AsHHurRstT, M.D. Octavo; 427 pages; illustrated. 


Surgical Diseases and Injuries of the Genito-Urinary 
Organs. By J. W. THompson Watxer, M.B., C.M. 
Ed., F.R.C.S. Eng., Hunterian Professor of Surgery 
and Pathology, Royal College of Surgeons of England 
(1907), etc. Octavo; 879 pages; 45 plates (24 in color) 
and 279 text illustrations. New York; Funx & Wac- 
NALLS Co., 1914. 


Abdominal Surgery. Clinical Lectures for Students and 
Physicians. By THorkiILp Rovsine, Professor of Clin- 
ical Surgery, Lelverahs of Copenhagen. Edited by 
Paut Monroe Pitcuer, A.M., M.D., Brooklyn, New 
York. .Octavo; 477 pages; 136 illustrations. Philadel- 
00 and London; J. B. Lipprncorr Co., 1914. Price, 


Progress in Surgery 


A Résumé of Recent Literature. 


Pituitrin; Its Abuse and Dangers. A. J. Roncy and 
S. S. Artucx, New York, N. Y. Medical Journal, May 
2, 1914. 


“1. Pituitrin does not induce labor pains. 


2. It should not be used in the early part of the first 
stage of labor, for its action is too transient. 

3. It should not be used in complete inertia because of 
danger of rupture of the uterus. 

4. It is contraindicated in cases of dystocia due to mal- 
position or contracted pelvis. 

5. It should never be used in cases in which a sudden 
rise of blood pressure may prove dangerous. 

6. A single dose of pituitrin may be used as an ad- 
juvant in cases where pregnancy is interrupted, either by 
catheter or bag, and only when contractions of the uterus 
have already set in. ; 

7. It should be used only in cases in which the cervix 
is dilated or dilatable and the presenting part engaged in 
the pelvic outlet. 

8. It should be used cautiously in cases in which the 
fetal heart sounds are feeble or irregular. 4 

9. It should never be used unless a general anesthetic 
is within easy reach, for the contractions may become so 
violent that rupture of the uterus becomes imminent. 

Finally, the conclusions reached in this paper are based 
purely on personal observations of the action of this drug 
in a very large series of cases. We feel that it may not 
be in accord with the experience of many other observers, 
still we maintain that in order to obviate many complica- 
tions, which at times may become very dangerous, this drug 
should be used conservatively. e 

We appreciate its value when properly used; we realize 
its dangers when given injudiciously, and we cannot but 
advise the general practitioner to be conservative in its 
use.” 


The Treatment of Necrosis of Uterine Fibroma. 
Grorce E. SHOEMAKER, Philadelphia. American Jour- 
nal of Obstetrics, May, 1914. 


The author advises the removal of all large or growing 
fibromata in order that necrosis may be prevented. He 
condemns the X-ray treatment because of malignancy 
which may be overlooked or of late complications which 
may follow. He favors vaginal removal of the tumors 
leaving the uterus if possible, or the ovaries if mysterec- 
tomy is necessary. The mortality depends upon the de- 
gree of infection at the time of operation and should be 
lowest in vaginal operations. 


Roentgen Diagnosis of Uterine Tumors With the Aid 
of Intrauterine Collargol Injections. (Roentgen- 
diagnostik der Uterustumoren mit Hilfe von intrauter- 
inen Collargolinjeketionen.) 1. C. Rusin, New York. 
Zentralblatt f. Gynadkologie, May 2, 1914. 


Rubin has experimented upon the cadaver by making 
intrauterine injections of collargol to determine the shape 
of the uterus in cases of’ myomata, carcinomata, polyps 
and congenital malformations. He has not yet attempted 
the procedure on the living subject and warns against the 
possibility in such an attempt of injecting the material 
into the peritoneal cavity. 


The Clinical Significance of Sarcomatous Change in 
Uterine Fibromyoma. S. H. Geist, New York. 
American Journal of Obstetrics, May, 1914. 


Geist has examined 250 cases of uterine and cervical 
fibromyomata and found twelve which showed sarcomat- 
ous changes of various types. He concludes that sarco- 
matous changes are of comparatively frequent occurrence 
coming most frequently at the menopause. The diag- 
nosis is difficult. Because of the possibility of malignant 
change, X-ray treatment at the menopause is hazardous. 
Panhysterectomy for myomata is the operation of choice. 


A Method of Non-Ligation of the Umbilical Cord. 
(Methode der Nichtunterbindung der Nablesschnur.) 
A. N. RacuMaAnow, Moscow. Zentralblatt f. Gynda- 
kologie, April 18, 1914. 


The author does not ligate the umbilical cord in normal 
cases in full-term infants. After the cord has ceased pul- 
sating, usually in from twelve to eighteen minutes, the 
cord is enveloped in a piece of sterile gauze. The um- 
bilical scar becomes more solid by this procedure and re- 
mains clean. In premature or asphystic children or when 
there has been a maternal hemorrhage, however, the cord 
is ligated. The child must be watched for two hours 
post-partum, but Rachmanow rarely observes a secondary 
hemorrhage. 


The Relation of the Abderhalden Serum Reaction to 
Ovarian Secretion. (Zur Frage der Beziehungen 
der Abderhalden’schen Reaktion zur Sekretion des 
Ovariums.) T. A. SoLowyew, Charcow. Zentralblatt 
f. Gyndkologie, April 25, 1914. 


Solowjew experimented with the sera of a man, of 
women certainly pregnant and of girls who had not yet 
menstruated. None of the male sera or of the sera of 
young girls brought about the reaction. This circum- 
stance brings the author to the belief that the ovarion 
hormones bear a decided relation to the reaction. 


Hemorrhage From a Corpus Luteum Cyst. FF. Apams, 
gua Australia, British Medical Journal, April 5, 


A married woman, aged 18, was suddenly seized with 
acute abdominal pain, vomiting and diarrhea; the abdomen 
was rigid, tender in each iliac fossa, particularly on the 
right. There was fever of 102 degrees F. Two days 
later menstruation set in. A week later the abdomen was 
opened, and the peritoneal cavity was found to contain a 
large amount of free blood. The appendix was found in- 
flamed and removed. The left ovary showed a corpus 
luteum cyst through which blood oozed from a small 
sharply cut puncture. 


Concerning the Relation in Time Between Ovulation 
and Menstruation; as Well as a Contribution to 
the Corpus Luteum Genesis. Uber die Zeitlichen Be- 
siehungen der Ovulation und Menstruation. Zugleich 
ein Beitrag zur Corpus Luteum Genese.) Ropert 
Scuroeper, Archiv. fiir Gynakologie, Band 101, Heft 1. 


The histologic examination of a hundred specimens 
obtained through operation permitted of the establishment 
of a regular relationship between the menstrual history 
on the one hand and the phase of the endometrium and 
of the corpus luteum on the other hand. In the instance 
of a regular four-weekly period, the ripe follicle bursts 
from 14 to 16 days after the beginning of the last men- 
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struation. The corpus luteum is rapidly formed and cor- 
responds in time with the premenstrual thickening of the 
uterine mucosa which it is responsible for. On the 24th 
to the 28th day following the beginning of the last men- 
struation, the corpus luteum becomes completely formed, 
the premenstrual conversion of the endometrium is com- 
pleted, and now the anatomical menstruation begins. In 
the case of an impregnation the ovum must have arisen 
after the last regular and normal period. 


Functional Kidney Tests. W. E. STEvENs, San Fran- 
ey Journal American Medical Association, May 16, 


Stevens reports the findings from the application of 108 
tests, using in the majority of cases after catheterization 
of the ureters, the phlorizin, phenolsulphonephthalein and 
urea tests simultaneously to determine their comparative 
functional value. He remarks that to speak authorita- 
tively one must be thoroughly familiar with their technic. 
This is specially true of the phlorizin test and to some 
extent with the phenolsulphonephthalein test. His method 
was to use three sets of two bottles labeled R and L for 
collections from the right and left kidneys. After 
catheterizing the ureters, 2 c.c. of an 0.5 per cent. of a 
phlorizin soluion was intramuscularly injected. While 
waiting for the appearance of sugar, enough urine was 
collected in bottles numbered 1 for the microscopic ex- 
amination and the quantitative urea estimation. As soon 
as the reduction of heated Fehling’s solution became ap- 
parent on both sides, the urine was collected for fifteen 
minutes in bottles numbered 2. At the end of this time 
1 cc. of a phenolsulphonephthalein solution containing 0.06 
per cent. of the dye was injected intravenously and the 
urine then permitted to flow into the two test-tubes con- 
taining a 25 per cent. solution of sodium hydroxid. As 
soon as the characteristic discoloration occurred in both 
tubes, the time of appearance was recorded and the urine 
collected for fifteen minutes in bottles numbered 3. The 
amount of urea was determined by two Doremus ureono- 
meters and the amount of sugar by two Lohnstein sac- 
charimeters. The phenolsulphonephthalein estimations 
were made by colorimeric test-tubes, as described by 
Cabot. His conclusions, in substance are: In normal 
cases the phlorizin, phenolsulphonephthalein and urea tests 
show almost identical values for both kidneys. In the 
pathologic cases all three show almost equally low values 
on the diseased side as compared with the healthy side, 
thus showing their almost equal practicaly value. The 
simultaneous use of the tests as described tends to greater 
accuracy is not specially time-consuming or complicated 
and can be done by an intelligent nurse. Moreover, it 
gives positive assurance as to which kidneys is perform- 
ing the most work. In pathologic cases a coincident les- 
sened functional value on one side points unmistakably 
to a marked defect on the corresponding kidney. This 
with a normal functional value on the opposite side and 
satisfactory total functional values as shown by blood 
cryoscopy, the bladder phenolsulphonephthalein test, etc., 
would permit the removal of the diseased organ. A single 
renal test would not justify such an operation. Prior to 
operation comparative functional tests should be strength- 
ened by tests of total renal function. The urea is the 
quickest test performed and with a minimal discomfort 
to the patient. It is not based on the elimination of a 
foreign substance. As compared with the phlorizin test, 
the phenolsulphonephthalein test is subject to fewer tech- 
nical errors and is less time-consuming, a factor of no 
little importance to the patient as well as to the physician. 
On the other hand, the quantitative estimation of the ex- 
creted dye, even with the Duboscq colorimeter, is subject 
to a not negligible amount of error, while following phlori- 
zin injection the estimation of sugar by means of the 
Lohnstein saccharimeter is mathematically correct.” 


Atresia Recto-Vesicalis. F. C. Herrick, Cleveland, The 
Cleveland Medical Journal, June, 1914. 


After reporting a case of recto-vesical atresia which 
was successfully operated upon in the fifth month of life, 
the author suggests the following points in the manage- 
ment of such cases: 5 

Early operation, if possible within the first 48 hours of 


life. With the child in the lithotomy position, and 
hips highly elevated, a midline ten 
where the anus should be. Dissect upward and backward 
with blunt and sharp dissection. If the gut is reached, it 
should be loosened, brought down as far as possible and 
stitched to the skin. If unsuccessful in reaching the gut, 
a left inguinal colostomy should be immediately done. 
Thrusting a trocar through the perineum, a procedure 
= has been suggested, is inaccurate and should not be 

ne. 

The above procedures have been only moderately satis- 
factory, and it is left for plastic surgery in the future 
to accomplish better results. 


The Practical Value of Posterior Urethroscopy. M. 
Roth anp T. Mayer. The American Journal of 
Urology, Venereal and Sexual Diseases, May, 1914. 


; Considerable experience is necessary for the correct 
interpretation of the pictures obtained by posterior 
urethroscopy. The most important cause of pathological 
changes in this region is gonorrhoea. Numerous abnor- 
malities are found in patients suffering from sexual neuras- 
thenia. The chief point made by the authors is that the 
importance of the local condition in the latter group has 
been greatly overestimated, for they have obtained cures 
in 80 per cent. of these cases by general treatment either 
alone or combined with local therapy that did not alter, 


in any way, the pathological picture in the posterior 
urethera. 


A New Operation for Varicocele. (Eine neue Methode 
sur Operation der Varikokele.) R. FRanx, Zentral- 
blatt fiir Chirurgie, April 4, 1914. 


The conventional operation (resection of the pampini- 
form plexus and approximation of the two ends) accord- 
ing to Frank possesses the great disadvantage that it not 
uncommonly causes diguneration of the testis. Frank has 
devised the following operation to obviate this. Inguinal 
incision; dislocation of the testicle through the wound and 
division of the Hunter ligament, so-called, which fixes the 
testicle to the bottom of the scrotum; a narrow flap of 
fascia made from the aponeurosis of the external oblique 
is then formed with base downward; this is turned down 
into the scrotum and sutured to the divided Hunter liga- 
ment; cleasure of the wound. In this operation, as is ob- 
vious, the testis is turned upside downward. Frank’s 
ans have been excellent both functionally and cosmeti- 

y. 


Concerning Dystrophia Adiposo-Genitalis.  JoHANNES 
WEICKSEL, Miinchener Medisinischer Wochenschrift, 
June 2, 1914. 


The case of a youth of 15% years is reported who 
showed all the evidences of the Fréhlich symptom-com- 
plex, although the sellaturcica as revealed by the +-ray 
was not appreciably enlarged. His weight was 136 pounds; 
his height, 148 cm; chest circumference, 96 cm., Another 
striking feature in this instance was the presence of a 
marked eosinophilia. The mentality was not alert, yet 
the boy was graduated from the public school. 


A Useful Modification of the Adhesive Plaster Dress- 
ing in Operations for Hare-Lip. (Eine Zweckmias- 
sige Modifikation des Verbandes bei Has- 
enschartenoperationen. ) . HAGEMANN, Marburg, 
Zentralblatt fiir Chirurgie, May 23, 1914. 


This modification consists simply in applying the ad- 
hesive plaster so that the middle part lies directly over 


the mouth instead of over the suture line. In this way 
the suture line can be kept cleaner and under better ob- 
servation; furthermore, it holds the upper lip perfectly 
passive, even when the child cries. The plaster is ap- 
plied so that a small opening exists at the upper part 
of the mouth through which nourishment can be taken. 
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Splanchnoptosis and Its Treatment.. (Die Splanchnop- 
tose und Ihre Behandlung.) O. WtepHopr, Heidel- 
berg. Deutsche Zeitschrift fuer Chirurgie, Vol. 128, 
Parts I. and I. 


By a careful analysis of the literature the author demon- 
strates that any type of visceral prolapse depends primar- 
ily upon a disturbance of the balance between the volume 
of the abdomen and the volume of the abdominal con- 
tents. The volume of the abdomen is invariably rela- 
tively increased. The treatment should be directed to- 
wards restoring the correct balance. This may consist in 
increasing the abdominal contents by forced feeding or 
in decreasing the volume of the abdomen. The latter may 
be accomplished by such conservative measures as strength- 
ening the tone of the abdominal musculature or by the 
wearing of a band. Surgical measures are. occasionally 
indicated, however. They consist in plastic operations on 
the pelvic floor or on the abdominal wall. 

The following procedure is advocated by Wiedhopf: 
Long median incision. Opening of sheaths of both rectus 
muscles and freeing of both muscles from their sheaths. 
Extensive overlapping of the posterior sheaths, and fixa- 
tion of the fold thereby made. Overlapping of the recti. 
Treatment of the anterior rectus sheaths in the same 
manner. 

The author argues that this procedure is physiological, 
reducing the volume of the abdomen to the appropriate 
size. He believes that all organopexys should be given up 
for they attempt to overcome the manifestations and not 
the etiology of splanchnoptosis. 


An Experimental Study of Intestinal Obstruction. 
J. A. Hartwet, J. P. Hoguer and F. Beekman, New 
York, Archives of Internal Medicine, May 15, 1914. 


There are two factors at work in producing the symp- 
toms and causing death in this condition. First, the loss 
of water from the tissues, due to excessive drain into the 
bowel in response to the irritation set up by the retained 
secretions. This water may be replaced by subcutaneous 
injection of normal saline solution, and the symptoms 
caused are thus entirely controlled, with a saving of life. 
Second, the entrance into the circulation of poisonous 
materials, which occurs only when the mucosa of the 
bowel is damaged—the absorption of a poison from any 
source whatever, so long as the mucosa remains intact, is 
not a factor. 

The development of a bacteremia as a cause of death 
is excluded. 


Supraclavicular Anesthetization of the Brachial Plexus. 

Case of Collapse Following Its Administration. 

H. Neuvnor, New York, Journal American Medical 
Association, May 23, 1914. 


Supraclavicular anesthetization, a method introduced by 
Kulenkampff, is described by Neuhof. He reports a case 
showing a possible accident from this method, the only 
one heretofore reported and which attributed to intoxica- 
tion of the novocain employed or to trauma of the brachial 
plexus. There were no serious after-effects and the patient 
was approximately normal in twenty-four hours. The 
area for injection is the space bounded internally by the 
subclavian artery and externally and below by the clavicle 
and in the depths by the upper surface of the first rib. 
Several guides for the introduction of the needle have 
been described, but there is no doubt that the subclavian 
artery should be the one employed, as there may be several 
variations in its course. The position of the artery hav- 
ing been absolutely determined, the needle is immediately 
introduced external to the vessal at a point directly above 
the clavicle. It is introduced slowly and is directed down- 
ward, forward and inward. The best guide, Neuhof says, 
for the path of the needle is the spinous process of the 
second dorsal vertebra. The latter should be marked on 
the skin and the needle be pointed directly toward it. 
There is one clear indication that the needle is at the 
plexus; which is that paresthesias sapere in the hand and 
arm, in the medial or radial distribution, or eT -_ 

ey 


nothing should be injected until they appear. 
appear in the medial distribution alone, the needle should 
be introduced a few millimeters deeper for the second 
half of the fluid, as the median is rather superficial at this 


point. The solution usually employed is 2 per cent. novo- 
cain, combined with epinephrin. The anesthesia of the 
arm is usually complete enough for any operation, though 
it may be incomplete in about 15 per cent., or less, accord- 
ing to the experience of the operator. It has been used 
in about 250 cases successfully, but this is hardly sufficient 
experience to permit sweeping conclusions. emporary 
paralysis of the diaphragm has been reported several times, 
and Neuhof thinks that the method is contra-indicated for 
patients suffering from pronounced intrathoracic disease. 
The only other reported complication is a single instance 
of musuculospiral paralysis. Neuhof thinks it will prove a 
valuable addition to the methods of regional anesthesia 
when serious complications can be insured against. 


Elephantiasis and the Kondoleon Operation. H. A. 
Royster, Raleigh, Journal American Medical Asso- 
ciation, May 30, 1914. 


A case of elephantiasis successfully operated on, with 
continuous post-operative improvement, is reported by 
Royster, who specially testifies to the benefit derived from 
the operation described by the Greek surgeon, Kondoleon. 
The enlargement was confined to the right lower leg and 
foot. The circumference of the calf was 22 inches, above 
the ankle 18 inches and of the foot 14 inches. The skin 
was hard, thick and rough and the diagnosis of elephan- 
tiasis unmistakable. “For four days previous to the oper- 
ation the man was put to bed; each day the leg and foot 
were scrubbed in a strong mercuric chlorid solution, ban- 
daged tightly with a canton-flannel roller and kept elevated 
on pillows. As a result of this, the leg was reduced in 
size about 2 inches. January 3, 1914, the operation was 
performed as follows: A long incision was made through 
the skin on each side of the leg, extending from the knee 
to the ankle. Wide retraction of the integument was se- 
cured by dissecting it back freely from each edge of the 
incision. Going from above downward the deep fascia 
to the width of three fingers was dissected off the muscles 
and cut away in one piece of the length of the wound. 
Also, the same area of subcutaneous tissue was removed 
by splitting it off the skin. The muscles were laid bare 
and free hemorrhage occurred, requiring many ligatures. 
The skin was stitched back in position, dressings applied 
and the leg bandaged without a splint.” The auxiliary 
treatment consisted in the hypodermatic administration of 
thiosinamin every three days over a period of two weeks 
while the patient was in bed. About three months later 
an intravenous injection of salvarsan was given empiri- 
cally to combat any microbe or parasitical infection, though 
they had been unable to demonstrate such. The principle 
involved in the Kondoleon method is that by removal of 
the deep fascia there is brought about an anastomosis 
between the deep and superficial lymph spaces. The foot 
in this case is still enlarged and another operation is recom- 
mended, provided it can be performed without injury to 
the tendons. 


The Use of Herudin in the Transfusion of Blood. 
H. S. Satrertee and R. S. Hooxer, New York, Jour- 
nal of American Medical Association, June 6, 1914. 


Herudin is the active principle of a secretion of the 
buccal glands of the pondleech, Sanguesuga medicinalis, 
and has been classed by Franz as a secondary albumose. 
It would appear from the available evidence that it has 
a decided effect on the prothrombin and antithrombin 
balance, and that it has a neutralizing action on thrombo- 
plastin. The authors give a diagrammatic illustration of 
this action. There is considerable literature on the ex- 

erimental use of herudin, and there are some reports on 
its therapeutic use by intravenous injection for eclamp- 
sia; but no mention of its use as an anticoagulant for 
transfusing blood. The authors say that from their ex- 
perimental work, it affords a convenient alternative for 
the paraffin method of transfusing under most circum- 
stances. The amount required is so small that it may 
not be contra-indicated even in pathologic conditions in 
which there is an excess of antithrombin or a deficiency 
of prothrombin in the circulating blood. It would appear 
from the literature that it is not dangerous by intravenous 
injection except in large doses. The authors’ first aim 
was to determine the minimum amount of the substance 
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that would serve to prevent coagulative changes long 
enough to permit safe transfusion under the best technic. 
From their experiments it was estimated that about 3.5 
mg. of herudin to 100 c.c. of blood would be requisite, 
without the aid of paraffin, provided good technic was 
employed in obtaining the blood free from a mixture of 
tissue juices. When a paraffin coating was applied to the 
tip and neck of the transfusion pipet, the amount could 
be reduced by half. These results are shown by a table 
presented. Directions are also given as to the paraffin 
coating in the practical application of the method. 


The Réle of Orthopedic Apparatus in the Treatment 
of Surgical Tuberculosis by Sunlight. P. Reparp, 
Paris. Annales de Medicine et Chirurgie -Infantiles, 
May, 1914. 


The author believes that in the enthusiasm which has 
followed the excellent results obtained in the heliothera- 
peutic treatment of surgical tuberculosis, the rdle of ortho- 
pedic apparatus has been much neglected. Whereas there 
is no doubt that the very mild types of cases, especially 
those in which joints are not involved, will heal when ex- 
posure to sunlight is used alone, the more serious cases 
should be treated by means of apparatus besides. In 
— heliotherapy is difficult when casts are used, and 
or this reason the immobilizing apparatus should be sim- 
ple in order to allow as much of the body as possible to 
be exposed to the light. Casts when used should con- 
tain numerous fenestrae. 


The Etiology of the Ulcus Ventriculi: A New Theory 
Based on Experimentation. (Zur Aetiologie des 
Uleus Ventriculi; Eine Neue Theorie auf Experi- 
menteller Grundlage.) B. Stuper, Miinchener Medi- 
sinischer Wochenschrift, June 9, 1914. 


Basing his theory on the clinical observation that a con- 
siderable number of patients with ulcus ventriculi vomit 
bile and intestinal content, Stuber sought to produce in 
animals distinct ulcers of the stomach. By excising a 
square area of the musculature of the pylorus he first in- 
duced pylorus-insufficiency. This lasted for about a month. 
During this time he fed the dogs only bread, potatoes and 
milk with the object of diminishing the well-known hyper- 
acidity of these animals. In all these animals there were 
found in the course of three months multiple ulcers situ- 
ated chiefly at the antrum of the stomach and on the 
lesser curvature. The animals manifested symptoms which 
were not unlike those in the human under similar patho- 
logic conditions. Blood was noticeable in the feces. In 
a similar number of animals used for control, the pan- 
creas was ligated at the same time, as the pylorus was 
rendered insufficient. In these animals no ulceration re- 
sulted. 

Hence, Stuber feels justified in the conclusion that under 
pathologic conditions as imitated by his experiments, it 
is possible to cause an increased and more frequent re- 
gurgitation of intestinal ferments into the stomach and 
consequently typical ulcera ventricula. When trypsin is 
fed by mouth, healed ulcers become again disturbed and 
typical ulcers may again be formed. Stuber calls this 
type of ulcer ulcus trypticum and suggests that very 
likely the same condition may obtain in man. 


Anatomico-Pathological and Experimental Study of 
the Surgery of the Orifices of the Heart. A. Car- 
REL and Tu. Turrier, Rockefeller Institute, N. Y., 
The Medical Press and Circular, May 27, 1914. 


The authors report an investigation of the pathological 
anatomy and clinical aspects of cardiac surgery and the 
experimentation required to develop satisfactory opera- 
tive technic. They believe that pure mitral stenosis, cer- 
tain aortic stenoses and some stenoses of the pulmonary 
artery will be found to be susceptible of benefit by surgi- 
cal intervention. Only those cases which are progressing 
rapidly to a fatal termination are suitable for this treat- 
ment. Surgery might then transform a sure fatal stenosis 
into a relatively mild insufficiency. 

The following are the chief dangers to be avoided in 


such interventions: Wounds of the coronary arteries, 
hemorrhage, entrance of air into the cavities of the heart 
and arteries, and finally thrombosis. 

The coronary vein may be tied with impunity, but not 
at its extremity, owing to the supply of venous blood 
the heart derives from the foramina. Lesions of the peri- 
pheral portion of the coronary artery are well borne. A 
wound of the coronary artery near its origin, even when 
made with the finest needle, always causes momentary 
arrest of the heart’s action, which is followed by a rela- 
tively prolonged arrhythmia. Application of a ligature be- 
tween the origin and bifurcation of the coronary artery 
is always fatal; the heart is arrested in diastole and re- 
suscitation is impossible. 

The occurrence of hemorrhage is not so serious—ob- 
liquely directed wounds of the heart will bleed less freely 
than others. The one hemorrhage which is most difficult 
to arrest is that occurring when the right auricle is torn, 
owing to the extreme thinness and friability of its wall. 

Air embolism entering the right side of the heart is not 
as serious as that on the left side on account of the cardiac 
anemia resulting from emboli in the coronary arteries. 

The slightest degree of myocarditis leads to thrombosis. 
Wounds must, therefore, be absolutely approximated. 


The topography of the heart in regard to those zones 
which are dangerous to manipulate and those which are 
manageable is next discussed. The danger zones are the 
proximal portions of the coronary arteries; the inter- 
auricular septum, the auriculo-ventricular border. The 
left auricle is particularly amenable to approach. The 
endocardium is much more sensitive than the other cardiac 
tissues, doubtless through the influence of the sub-endo- 
cardial nerve plexus. The parenchyma of the heart, how- 
ever, is extremely tolerant of approach, so that the cavities 
of the heart may be opened singly and their walls re- 
sected, without grave injury to the ulterior functional 
capacity of the organ. 

The remainder of the paper deals with a detailed de- 
scription of the operations performed. Three procedures 
may be used in dealing with orifical stenosis: internal 
valvulotomy, which is analogous to internal urethrotomy ; 
external valvulotomy including cardiotomy, and _ finally 
auriculo-ventricular or arterio-ventricular anastomosis, 
which consists of placing the segment of the vascular 
circle which is situated in front of the constriction in 
communication with that beyond the same, through the 
medium of a “derived” 


Operation vs. Irradiation. (Operation oder Bestrah- 
lung.) CuHRistopH MU.ier. Miinchener Medizinischer 
Wochenschrift, June 2, 1914. 


The number of cases of carcinoma so far treated by 
#-ray and radium has not been sufficiently large to make 
comparative deductions. But three years have passed 
during which time a fairly large percentage of the cases 
so treated has remained without recurrence. Compared 
to a similar number of cases surgically treated the results 
according to Miiller are more favorable with the non- 
operative form of treatment. Besides, the superior ad- 
vantage of irradiation is in those anatomical regions where 
surgery has ho approach as in the thorax. Lung and 
pleural metastases can be subjected to the #-ray; carci- 
noma of abdominal viscera including their regional lymph 
nodes can also be attacked by the ray. While the bril- 
liant results obtained through surgical technic cannot be 
gainsaid, Miiller urges that the work with the radio-active 
substances be further promoted, as already they have been 
proved to be a potent means against cancer. 


Treatment of Pruritus ani. J. Crapper, Chepstow, 
British Medical Journal, May 2, 1914. 


Crapper recommends two simple remedies, both of 
whidh tn his experience are remarkably efficient. The first 
is ordinary Tr. Iodine; the second, and even better remedy 
is the compound tincture of Benzoin. Within a minute © 
two after applying this remedy, the desire to scratch is 
over. It may be used two or three times daily and it 
never irritates. 
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